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* Editorial . 





Elie Metehnikoff 


Biologist: Discoverer of Phagocytosis 


N the latter part of the nineteenth century and 

the early years of the twentieth, Germany was 
considered to be the source of all worthwhile ad- 
vancement in scientific Medicine, and simple and 
direct explanations of the causes and cure of dis- 
ease were largely discarded in favor of clever and 
complex theories, such as Ehrlich’s side-chain 
theory of immunity, which were considered to be 
profound and important in proportion to the few- 
ness of those who could fully understand them. 

3ut during these years, a young man was devel- 
oping in Russia, under highly difficult and unprom- 
ising circumstances (he twice attempted suicide, 
in his early years), who was to give the world 
some of the most valuable information we now 
possess, the importance of which is only recently 
beginning to be fully recognized. 

Ilya Mechnikov (better known as Elias, or Elie, 
Metchnikoff) was born in the province of Khar- 
kov, May 15, 1845. His father was an officer of 
the Imperial Guard and his mother was a Jewess. 

At the age of 17, he entered the Kharkov Uni- 
versity and two years later went to Germany for 
further biological training. In 1867 he returned 
to Russia and took his degree in zoology, both at 
Odessa and Petrograd, becoming professor of 
zoology and comparative anatomy at Odessa in 
1870. 

In 1882, after his recovery from the attack of 
relapsing fever with which he had inoculated him- 
self in his second attempt at felo de se, his family 
took him to Messina, Italy, to rest and recuperate, 
and while there a great 


idea entered his fertile 


mind—no less an idea, in fact, than that the liv- 
ing cells of the body constitute its most universal 
defenders—and_ he 


and reliable immediately — set 
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about the studies which 


ameboid 


that the 


demonstrated 
cells of the connective tissue and of the 
blood (the reticulo-endothelial cells and the leuko- 


cytes) engulf bacteria and destroy them by ab- 
sorption. He named this process phagocytosis, and 
later (1901), in his book, “Immunity in Infectious 
Diseases,” declared, “The one constant element in 
immunity, whether innate or acquired, is phago- 
cytosis.” But only now does that classic dictum 
appear to be on its way to being completely dem- 
onstrated. 

From that time on, Metchnikoff devoted himself 
to studies in pathology and bacteriology, but at the 
age of forty-three he was a stranger in strange 
lands, unsettled, unsuccessful, but filled with en- 
thusiasm for his idea. It was then that he applied 
for admission to the Pasteur Institute, in Paris, 
where he was welcomed and encouraged by Pas- 
teur and was given a place in the institution of 
which he to become assistant director. 
For the first time in his life he was at peace and 
able to bury himself in his laboratory without 
molestation. 

Between 


was later 


1892 and 
and 


1901, he worked out the es- 
sential functions of the reticulo-endo- 
thelial (which we seem, only recently, to 
have rediscovered). In 1904 he demonstrated (with 
Roux) that the anthropoid apes can be inoculated 
with syphilis. In later vears (beginning in 1906) 
he made a special study of the bacteria infesting 
the alimentary canal of man, and, becoming con- 
vinced that the lactic-acid-producing organisms 
combated those of putrefaction, he recommended a 
diet of sour milk in order to promote health and 
prolong life. 


locus 
system 


His best-known books, in addition to the “Im- 


304 Editorial Department 


munity,” are “The Comparative Pathology of In- 
flammation” (1892) and “The Nature of Man” 
(1903), which latter gives his views on intestinal 
auto-intoxication. 

He was an honorary Doctor of Science of Cam- 
bridge and Copley medallist of the Royal Society ; 
a member of the Institute of France and of the 
Academy of Sciences of Petrograd; and in 1908 
was awarded the Nobel prize (dividing it, curi- 
ously enough, with Ehrlich) for the benefits his 
researches had conferred upon humanity. He died 
in Paris, July 16, 1916. 

To many, it has seemed strange that the man 
whose studies seemed to have opened possibilities 
for great prolongation of human life should have 
died at the comparatively early age of 71. 

Of Metchnikoff, Victor Robinson has said: “He 
saw clearly the disharmonies of life, and realized 
that only science is capable of showing humanity 
the true path; of battling against the virulent 
germs which attack us and our loved ones; of pro- 
longing the life of man and making the increased 
span richer and better and happier. Such was the 
legacy of Elie Metchnikoff to his generation and 
to posterity.” 

= 


Great men do not always try to control events; they 
profit by them.—G. F. McKay. 


= 


What Ails Medicine? 


Turixecs look rather gloomy among the medical 
men, but somehow they manage to keep their chins 
up and hope for better times soon. 

The diagnosis of the present medical malady is 
twofold: the underlying complaint and the acute, 
intercurrent condition. 

The latter condition is the result of the wide- 
spread economic and business uncertainty arising 
from the unconstitutional money system on which 
we are operating and from various measures which 
appear to have been planned with the object of 
creating such uncertainty. 

With these matters we have nothing to do, as 
physicians, but they concern us closely as citizens, 
and unless we, as voters and tax-payers, discharge 
our share of the duty of correcting unsatisfactory 
conditions, we have no right to grumble about 
them. 

The basic, chronic lesion is more deep-seated and 
more personal to us. In these days of increasing 
cooperation and group activities, we are, in gen- 
eral, rotten bad cooperators. We tend to play a 
lone hand, be jealous and suspicious of the other 
fellow, and, when it comes to organized work for 
the profession as a whole, to “let George do it.” 

We have taken so many cracks on the nose, from 
politicians, uninformed and prejudiced laymen, 
heavily endowed institutions, and grossly ignorant 
fanatics, and pretended to like it, that the point 
seems to be coming when we really will like it— 
and then our present professional structure will 
come down with a crash to make way for some- 
thing more efficient, if far less satisfactory. 


Clin, Med. & Surg. 


The treatment suggested has three parts: First, 
quit heckling each other and spend that wasted 
time and energy in telling the people the truth 
about what medicine is doing; second, set aside a 
definite period cach day, to be spent in a consistent, 
planned effort to make ourselves better doctors, in- 
dividually; third, stop crabbing about the in- 
adequacy of the medical organizations and get into 
them and work to make them what they should be, 
or, if they seem to be absolutely hopeless, spend 
even more effort in starting something that will 
meet our needs; and fourth, get behind the Na- 
tional Physicians Committee for the Extension of 
Medical Service, with our words, our influence, 
and our pocketbooks, wholeheartedly, for it appears 
to offer us the best chance for salvation from com- 
pletely politicalized Medicine. 

No man ever lifted himself over a gate by his 
boot-straps. Nobody ever made a success without 
work. If we wait for somebody else to make us 
all nice and comfy, we will wait until the devil is 
dead and hell is half full of holy water. 

Here is the prescription : 

hR 


Courage 

Vision 

Industry 

Enthusiasm 

Cooperation 

Intelligence 

Helpfulness — equal parts 


Sig.: Mix well, and use large doses, internally and 
externally, several times every day until further 
orders. 


= | 


Facts that are not frankly faced have a habit of stabbing 
us in the back.—Sir Harotp Bowpen. 


= 


Blood Plasma For Transfusion 


Mosr of the difficulties connected with blood 
transfusion are related to the agglutination of the 
red blood cells, and the whole scheme of blood 
grouping is intended to prevent this agglutination. 

A recent press release from the American Red 
Cross deals with plans which are under way for 
the development of “banks” of centrifuged blood 
plasma, for use in transfusions under war condi- 
tions and in other widespread disasters. Dr. Wil- 
liam De Kleine, national medical adviser of the 
Red Cross, is quoted as authority for the state- 
ment that transfusions of plasma are as effective 
as those of whole blood in the treatment of shock 
and hemorrhage, except in cases of anemia, where 
an increase of the erythrocytes is of primary im- 
portance. 

The correctness of this statement is attested by 
a number of articles, going back, in German pub- 
lications, to 1935, and to a preliminary report by 
Elliott in Southern Medicine & Surgery for De- 
cember, 1936, though the earliest references we 
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have found in the J.4.M.A. and Annals of Sur- 
gery are articles, both by Strumia, Wagner, and 
Monaghan, in the April, 1940, issues of these 
publications. Thus the method, while not absolutely 
new, is only now being actively brought to the at- 
tention of the medical profession. 


If this method becomes 
popular (as it appar- 
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in those days, many women died or became chronic 
invalids as a direct result of too-frequent preg- 
nancies. 

This generation has seen the beginning and de- 
velopment of the inevitable and revolutionary bio- 
logic invention known as contraception, which, like 
all similar inventions that 
the race has made, has been 





ently should), the adminis- 
tration of transfusions will 
be vastly simplified, because 
plasma, if properly collected, 
can be kept indefinitely un- 
der satisfactory conditions; 
does not require typing (ac- 
cording to this release, 
though Knott and Koerner— 
Lancet, Nov. 18, 1939—do 
not fully agree); can be 
moved about freely and 
transported to any distance 
without interfering with its 
usefulness and safety of ad- 
ministration; and restores 
blood volume and _ pro- 
teins as well as does whole 
blood. 

It would appear that this 
newly popularized procedure 
may prove to be an epoch- 
making contribution to ther- 
apeutics. 


NEXT MONTH 


Dr. Mathias J. Seifert, of Chi- 
cago, will describe a new and 
thoroughly rational technic of 
gastro-enterostomy, illustrat- 
ed with helpful diagrams, 

Dr. Emilian O. Houda, of Taco- 
ma, Wash., will discuss the spe- 
cific cause of goiter, and the 
relation between that disease and 
thyroid cancer. 


Dr. George B. Lake, of Wau- 


kegan, Ill., will report the recent 
meeting of the American Medical 


Association, with 
papers presented. 


COMING SOON 
“Vaginal Versus Abdominal 
Hysterectomy,” by William G. 

Rurik, M. D., Chicago, Il. 
“Proteins and Amino Acids in 


Allergy,” by C. S. Bucher, MLD., 
Champaign, III. 


abstracts of 


resisted as “contrary to na- 
ture,” and has thus attained 
a prominence in the public 
thought which has _ over- 
shadowed the larger field of 
birth control, which includes 
the facilitation of wanted 
births, as well as the restric- 
tion of those which would 
be unfavorable or disastrous, 
in the same way that we 
have learned to control the 
operations of other natural 
laws, to our advantage. 

For four years, the Jour- 
nal of Contraception has 
been giving the medical and 
scientific professions impor- 
tant information regarding 
the science of procreation, 
and has done an enormously 
important piece of work. 
Now that the idea of contra- 
ception is recognized and 
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Human Fertility 


Tue history of civilization has been a record of 
the progress of mankind in learning more and more 
of the laws of nature, and then discovering or de- 
vising means to regulate and direct our relation- 
ships to these laws in such a way that they may 
work to our benefit. 

In the days before the development of hygiene 
and sanitation and the modern life-saving methods 
of medicine and surgery, the death rate among in- 
fants and children was appalling, so that a large 
number of births was necessary to keep the race 
from dying out. Moreover, the conditions of life 
were simple, so that the bearing and rearing of 
children was not an impossible economic burden, 
as it is with many couples today. Nevertheless, 





EEE 


generally accepted (except 

by certain groups) as a vital 
part of our modern life, this periodical is eniarging 
its scope to include the problems of eugenics, ster- 
ility, sociology, education, public health, and other 
matters bearing upon the general subject, and be- 
ginning with Volume V, has changed its name to 
Human Fertility*, which is more accurately de- 
scriptive of the field it now covers. 

This dignified, unique, and thoroughly scientific 
publication, should be read by all general practi- 
tioners and by most active clinicians in all of the 
specialties, as it is certain to increase the ability 
of its readers to deal with many of the problems 
in the prevention and treatment of illness, which 
have been most difficult to handle in the absence 
of the information now being made available. 


*The Williams & Wilkins Co., Baltimore, Md., publishers 
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Ventral Hernias 


By 


Russet: A. Winters, M.D., Chicago, Illinois 


oo ventral her- 
nias are common, 
but are seldom diag- 
nosed. There usually is 
no visible or palpable 
swelling, except in the 
larger types. Visceral 
lesions in the appen- 
dix, gallbladder, stom- 
ach, ovary, oviduct, 


laparotomies. 


protective myositis, any clinician. 
which crosses the ab- 
domen and later in- 
volves a portion of the ; 
abdominal quadrant in which it is located. The ex- 
ception is a duodenal ulcer, whose point of tender- 
ness moves to the left of the midline when the 
stomach is full, and to the right when it is empty, 
covering 1 to 1% inches in its movement, but is 
never stationary in the midline. X 

Patients using a finger or the tips of the fingers 
to describe discomfort are usually pointing to a 
ventral hernia. 

Causes 

An anatomic predisposition to these weaknesses 
occurs because: 

1—The linea alba, in the midline between the 
rectus abdominis muscles, is fascial and is a na- 
tural point of weakness, from either an anatomic 
or surgical angle. 

2—The linea semilunaris, at the sides of the rec- 
tus abdominis muscles, carries the fascial insertions 
of the internal oblique muscles, which form the 
sheaths of the recti muscles, and the transversalis 
abdominis muscles, which are incorporated in the 
under surface of this sheath, but inserted, in an 
interlocking or criss-cross fashion, in the midline. 

3.—The rectus abdominis muscles arise from the 
crest of the pubic bone and are inserted on the 
costal margins and lower ribs. The insertion of a 
muscle is always more fibrous and has less body 
than the origin. Thus, in the midline the stronger 
portion is fixed in breathing, sneezing, coughing, 
lifting, etc., while the weaker portion is widely 
used and placed under heavy strains. More ventral 
hernias lie above the umbilicus than below it. 

4—I lat muscles are composed of a series of 
fleshy digitations, or “fingers,” of muscle that tend 
to group themselves into transverse bands, leaving 
a thinner section between the bands. A spinal nerve 
innervates each of the bands and the band is thick- 
est in the middle, at the neuromyogenic junction. 
This results in “waves” of thickness and thinness 
which are visible on any abdomen that is under 
tension, if it is not too fat. At the insertion on the 
lateral edges of the rectus abdominis muscles, these 
bands, having their individual innervation, produce 
a tear in the thin areas by pulling at different 
rates or with differing force while under exertion. 
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Small ventral hernias are far more common will 
than most physicians recognize, and failure to 
think of and seek for them often leads to lack 
of success in treatment and to needless 


In this article, Dr. Winters presents clearly 
the anatomic basis of these lesions, the diag- 
nostic points, and a method of treatment which 
hladder etc. cause 2 should increase the reputation and income of 


These tears on the sides 
of the rectus muscles 
pinch underlying 
tissues when they are 
dilated by intra-abdom- 
inal pressure distending 
the abdomen. 
5—Peritoneal 
shelves, on the inner 
surface of the abdom- 
inal wall, hold viscera 
in pockets, to be 
pinched when the open- 
ing enlarges. This is 
common at the umbil- 
icus, where a shelf around the obliterated hypo- 
gastric artery is quite common. 
6.—The upper abdominal muscles, although an- 
atomically weaker than the lower ones, are heav- 
ily used in breathing, lifting, coughing, straining 
at stool, etc., and are distended by gas in the 
stomach or transverse colon, thereby making weak- 
nesses more common and troublesome in the upper 
than in the lower abdomen, which is usually fixed 
involuntarily under exertion. 
7.—Post-delivery weaknesses follow the intensive 
muscular spasms of “labor pains,” contracting on 
a full uterus and opening hernias in these natural 
planes of weakness. 
A surgical predisposition to ventral hernias oc- 
curs because: 
1.—Trophic nerves are cut in many incisions. 
These nerves are essential to the muscles, and their 
absence results in gradual atrophy. 
A.—Appendectomies are commonly followed 
by inguinal hernias, atrophic changes in the 
transversalis abdominis muscles, and ventral 
hernias. 
3—Lateral rectus or mid-rectus incisions are 
commonly followed by ventral hernias. If the 
incision extends above the level of the umbilicus, 
gradual atrophy occurs in the middle segment of 
the rectus abdominis muscle, which does not have 
an accessory innervation from an adjacent seg- 
ment. This results in lengthening of the rectus 
muscle and, under exertion, the uniform con- 
traction of the four longitudinal muscle planes 
is lost. Multiple ventral hernias follow in from 
one to five years and are most commonly found 
in the planes of transverse weakness discussed 
previously, An umbilicus lying to the left of the 
midline denotes atrophic changes in the right 
rectus muscle, and multiple ventral hernias are 
present. 
2.—Retention sutures catch nerves that the scal- 
pel misses. Precautions are taken to prevent slough- 
ing in the skin, which is the sturdiest of the tis- 
sues, but scant attention is paid to the cutting, 
strangling action on tissues and nerves underneath. 
A.—Appendectomies with a gridiron incision 
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The rectus abdominis muscles insert upward on the drawing (3). The connon points of weakness in rela- 
lower ribs, The other abdominal muscles insert as tion to the umbilicus and abdominal margins are 
shown in the cross section resulting in lines of shown in drawing (4). Bulging of one quadrant in- 
weakness, Omentum or viscus may pinch as shown in dicates increased weakness and hernias, 


PREDISPOSING FACTORS IN VENTRAL HERNIAS 
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GAS EXTENSION RELAXING SLENDER WAIST IREDUNDANT ABDOMEN INCISION STRAIGHT HIPS 












Gas distending the abdomen associated with relaxa- pinching of viscus and discomfort. Surgical trauma, 
Mea taaa! cma: 
X-RAY FINDINGS OF VENTRAL HERNIAS 
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or partial bowel obstruction wi spas ci are spasms of the same spinal level affecting the an 
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DIAGNOSTIC FACTORS AND THERAPEUTIC TESTS 


Parietal peritoneal spasms result in visceral 








FINGER DIAGNOSIS HEATING AND SHAKING KNEADING 





LOWER RT. QUAD. 
Patients using the finger tips to describe discom- ing the abdomen with adhesive prevents a re-occur- 
ort are usu . ius toa ventral weakness, Pence The internal ring L.Re)e McBurney's point. 

Heating, shaking, or kneading the abdomen relieves (web. 5 and ventral hernias (V.H.), should be dif- 
the discomfort. Applying a tight garment or strap- ferentiated by palpation in the lower right quadrant. 





are often followed by an inguinal hernia, due to In making abdominal incisions, good surgeons 
retention-suture inclusion of the ilio-inguinal or know the location of nerves and save them, if pos- 


ilio-hypogastric nerves. sible. 
B.—Midline and linea semilunaris incisions 3.—Incisional weaknesses are usually more evi- 
are often followed by hernias through the rec- dent at the upper end of incisions than at the lower 


tus abdominis muscle along a retention suture end, since the upper muscles have a greater strain 
slough, or by hernias in the linea semilunaris or placed upon them post-operatively, in sneezing, 
midline, due to sutures tensing muscular bands coughing, turning over in bed, sitting up, etc., be- 
and pulling on the areas of potential weakness. fore an early union in the tissues is formed. 


Symptoms 

Symptoms produced by ventral hernias are due 
to: 

1—Pinching of parietal peritoneum, producing 
a reflex spasm of the visceral nerves in the same 
vertebral level, resulting in: 

A.—Spasticity of the small intestine or colon. 

B.—Back aches. 

C.—Discomfort simulating organic lesions at 
the same level. 

D.—Peptic ulcers in the area of the reflex or 
lowered resistance. 

2.—Pinching of the omentum, resulting in edema 
of the adjacent omentum, which is palpable as a 
tumor adherent to the abdominal wall, or as a 
shadow in a lateral roentgenologic picture. 

3.—Pinching of the stomach or intestines is evi 
dent sometimes, on palpation, as a mass of bowel, 
suggesting adhesions, or in roentgenograms as a 
partial block, with a deformity simulating a local 
lesion in the gastro-intestinal tract. There may 
also be evidence of spasticity and increased peris- 
talsis, due to the irritation. 

X-Ray findings are positive only during the tis- 
sue impingement. A preliminary fluoroscopic exam- 
ination, with its associated manual probing, may 
disengage the hernial content and result in negative 
x-ray findings. 


The local findings in ventral hernias are: 

1.—Localized rigidity and discomfort, indicating 
incarceration. Local heat applications and knead- 
ing of the muscles, to disengage the contents, re- 
sults in a loss of local tension, and a depression 
is palpable. An electrical vibrator applied to the 
abdomen gives rapid relicf. 

2—A mass adherent to the abdominal wall. 
Heating and shaking the abdominal wall, to disen- 
gage the contents, usually results in a palpable ten- 
der depression and a gradual loss of the mass out- 
line. 

3.—Palpable Depressions, resembling a lead- 
pencil stab wound in punctate types, and larger and 
more evident openings in advanced types. 

To accentuate the openings or palpable depres- 
sions above the umbilicus, have the patient raise his 
head from the table without the aid of the elbows. 
lor those below the umbilicus, have the patient 
raise his heels, from the table without bending the 
knees. 

The common symptoms of ventral hernias are: 

1.—Abdominal discomfort, associated with gas 
distending the relaxed abdomen. A full meal and 
an easy chair are suitable for stretching the re- 
laxed abdomen and enlarging a punctate opening 
sufficiently to impinge on underlying tissues and 
cause distress. 

Discomfort associated with trips by auto, bus, 
train, or other types of transportation where the 
passenger sits, is usually due to ventral hernias. 

2.—Hyperacidity or discomforts suggesting peptic 
ulcers, where the attacks are becoming more fre- 
quent, due to a gradual enlarging of the hernial 
opening. The seasonal changes in severity of at- 
tacks and the relationship of discomfort to meals 
is not present. Alkalies may not relieve the symp- 
toms. 

3.—I/ ndigestion, suggesting liver or gallbladder 
trouble. Laboratory findings and a definite history 
are negative. The patient can locate the point of 
tenderness with one finger. 
4—Lower right quadrant pain, suggesting appen- 
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dicitis or adhesions, except that the onset is wrong, 
the protective muscle spasm is missing, and the 
leukocyte count is not raised. Many patients with 
persistent discomfort following an appendectomy 
are reoperated for adhesions. Closing of the ven- 
tral hernia in that region eliminates the initial 
symptoms. 

5 —Lower abdominal discomfort suggesting blad- 
der or prostate disorders, with negative urine and 


PuNncTATE VENTRAL Hernias: LocaATION anp CONDITIONS 
SIMULATED 


(Numbers indicate frequency of occurrence; X indicates 
other relatively common sites; ©O indicates areas that 
should be checked.) 

1.—Midway between umbilicus and xyphoid process. 
Simulates duodenal ulcer, spastic transverse colon, hyper- 
acidity, indigestion, tumor attached to abdominal wall, 
backaches 

2.—Oblique line, 3/5 distance from umbilicus to left 
costal margin. Simulates peptic ulcers, spastic stomach, 
hyperacidity, gastritis. 

3—One-fourth distance from xyphoid process to um- 
bilicus. Simulates duodenal ulcer, caudate lobe of liver 
trouble, colitis, indigestion, trouble at splenic flexure of 
colon. 

4.—Oblique line 3/5 distance from umbilicus to right 
Poupart’s ligament. Simulates appendicitis, spasm or “tic” 
on exertion, ovarian or tubal trouble, prostate pressure, 
trouble in cecum. 

5.—Weakness around umbilical canal. Simulates enter- 
itis, knotting of intestines, tumor adherent to umbilicus, 
abdominal cramps 

6.—Oblique line 3/5 distance from umbilicus to left 
Poupart’s ligament. Simulates rectal trouble, spastic col- 
itis, irritable bowel, tube or ovary trouble, inguinal canal 
discomfort. 

7.—Oblique line 3/5 distance from umbilicus to right 
costal margin. Simulates liver or gallbladder trouble, con- 
stipation, hepatic flexure of colon trouble, asthma, em- 
physema, or angina pectoris 

8.—Side of xyphoid process. Simulates indigestion, duo- 
denal ulcer, hyperacidity pain between scapulae, asthma. 

9.—Midway between umbilicus and crest of pubic bone. 
10.—One-fourth distance from crest of pubic bone to 
umbilicus. Simulates bladder or uterine trouble, spastic 
small intestines. 
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HERNIAS, 











LARGER TYPES OF VENTRAL 





i 
EPIGASTRIC AND 
SUPRA PUBIC 


7 i ings in the transversalis fascia are palpable 
Larger weaknesses in the abdominal wall are evi- bev | ro cs oo. 
denced as swellings as shown above. Raising the migray petneen the uabilicu nt a ene Se pholaee 


head accentuates Those above the umbilicus and the . (Tr 
feet for those below, In a diastasis recti small separa ica. 


HERNIAS _IN SURGICAL _INCISONS 


and the xyphoild pro- 
these first and then treat the rectus 
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APPENDECT LINEA SEMILUNARI UMBILICAL 
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These are the nerves commonly affected surgically ; Watch for s li ad 
andthe common incisional weaknesses. The Upper ends from drains. Watch for muscular bulging or 


weakness. Reddened or an Looki skin scars in- 
ends of incisions commonly develop hernial weak- dieate an ise s onal separ tion wth t 
nesses through greater os of mustles and en" lone the skin and fascia. . vension on 


TREATMENT OF VENTRAL HERNIAS 
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prostate findings; also uterine or tubal trouble, due to upward fixation of the diaphragm by gas, 
with no relationship to menstrual periods. or a reflex to the left fourth sterno-costal articu- 
6.—Colon or rectal discomfort which does not lation. These cases remain symptomatically tn- 
respond to the usual therapeutic aids for that dis- proved on a non-gas-producing diet and belladonna, 
comfort. or injections of histidine hydrochloride. The symp- 
7.—Backaches at the same level as the ventral  foms reappear when the treatment is stopped. 
hernia, where the reflex results in a_ protective ‘ ; , 
muscle spasm. Lower right quadrant points of tenderness are: 
8.—Asthma, emphysema, or “angina pectoris,” 1—Appendix or McBurney’s point, lying between 





310 Leading Articles 





the inner and middle thirds of a line passing from 
the umbilicus to the anterior superior spine of the 
ileum. In retrocecal appendixes the localized rigid- 
ity may lie nearer to the umbilicus. 

2.—Punctate ventral hernia, lying three-fifths of 
the distance outward on a line passing obliquely 
from the umbilicus to the inguinal ligament bisect- 
ing the quadrant. A hernia may also be found one 
inch to the right and just below the line of the 
umbilicus. 

3.—Internal ring of the inguinal canal, lying mid- 
way between the anterior superior spine of the 
ileum and the pubic bone tubercle, approximately 


Y4 inch above the inguinal ligament. 


Therapeutic Tests for Ventral Hernias 

1.—Relief of discomfort by having the patient lie 
on his back, heating the stomach, and kneading or 
shaking the abdomen at the site of discomfort. 

2.—Supporting the abdominal muscles, after ob- 
taining relief from the discomfort, by applying a 
3-inch strip of adhesive plaster or a tight-fitting 
garment compressing the muscles, which prevents 
stretching and eliminates the attacks. 

3.—Have the patient examine his abdomen when 
going to bed, using one finger. Points of tender- 
ness should be marked and brought to the physi- 
cian’s attention at the next visit. 

4.—Passing a 22-gage, 2-inch needle into the cen- 
ter of the depression reveals a funnel-like opening 
with no tissue resistance in the center. 

5.—A local anesthetic injected into the involved 
muscles, results in temporary relief. 

6.—Visible swelling is present in larger types. 

Infrequent attacks of abdominal discomfort, 
which are gradually becoming more frequent, sug- 
gests ventral hernias. 


Treatment 


Where the hernial contents cannot be reduced, 
surgery is indicated. In larger types of incisional 
or ventral hernias, where the muscular margins 
cannot be approximated by strips of 3-inch adhesive 
plaster and a truss support, the injection treatment 
is not indicated. 

When a thick layer of subcutaneous fat is pres- 
ent, be cautious in accepting the larger types of 
hernias for the injection treatment. 

Hernias treated above the umbilicus produce 
more discomfort than those below it. Add an addi- 
tional anesthetic to the solution used, to eliminate 
reactions, 

The milder solutions used in the injection treat- 
ment of hernias are safe, even though accidentally 
injected on the peritoneum. There is no danger 
of puncturing an intestine, since the parietal peri- 
toneum is always beneath the needle point and is 
very sensitive. A patient who is severely hurt rap- 
idly ceases to be at the point of the needle. 


In multiple ventral hernias, injections are pref- 
erable to surgery. 
Materials required are: 
A4 or 5 cc, Sy ringe. 
A 2-inch, 22-gage needle. 
Neo-Plasmoid, or other mild solution of this 
type, and an additional anesthetic. 
Quinocaine. 
Strips of 3-inch adhesive tape. 
A proper truss or garment. 
Pieces from a rubber kneeling pad, for use 
where deeper pressure is needed beneath the truss 
pad. 
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Technic 
In Small or Punctate Types 

1.—Cleanse the skin over the palpable depres- 
sion with alcohol. 

2—Draw 2 cc. of Neo-Plasmoid and 1 cc. of 
Quinocaine into the syringe and attach the needle. 

3.—Insert the needle into the middle of the pal- 
pable depression until resistance is met, which is 
from 34 to 1% inches beneath the skin. Feel for 
the muscles and the hernial opening with the 
needle point. 


4—Inject one-fourth of the solution from 3% 
to % inch into the muscle in each quadrant, one 
above and one below to the right of the opening, 
and the same to the left of the opening. Leave the 
needle in place and wait a few minutes for an an- 
esthetic action. 

5.—Pass the needle into the opening and scratch 
or denude its walls as the point is raised in a series 
of strokes. If bone or cartilage is a border of the 
opening, also scratch the periosteum vigorously, 
to produce periostitis. 

6.—Pucker the area over the hernia with a 3- 
inch strip of adhesive passing at least half way 
around the body. Remove this in 6 days. 

7.—Apply a truss with short-stretch elastic web- 
bing or a tight fitting garment, which should be 
worn for at least ten weeks, during the physiologic 
repair time for these tissues. Support should be 
worn day and night for at least three weeks. 

8.—Use pieces of a rubber kneeling pad (25c at 
any 10c store), one or two thicknesses, beneath 
the truss pad fully covering the hernia, for the 
first 2 or 3 weeks, if the hernia is adjacent to bone 
or if the patient is obese. 

9.—Repeat the injections weekly for from 2 to 5 


visits. The small types require only 1 or 2 injec- 
tions. When gas is present in the bowels, heat 
and an alkali will produce relief. 


In Larger Types and Incisional Hernias 


Follow the routine just outlined, using 2 parts 
of Neo-Plasmoid to 1 part of Quinocaine. 

Through a series of skin punctures, treat one 
margin at a time, using 0.25 to 0.5 cc. of the mix- 
ture every 3% inch. Make three injections into the 
muscular margin through one skin puncture; wait 
for anesthesia; denude the margin with the needle 
point; and then reinsert the needle in the adjacent 
section to follow the margin; and continue. Treat 
all palpable margins at each visit. 

Strap with adhesive and support with a truss, 
as described previously. 

Where the muscles are thinned, as around areas 
of a drain, inject 4 or 5 cc. of the mixture as a 
fanlike spray into the tissues. Repeat weekly until 
the muscle is thickened. 

Small or punctate ventral hernias are common 
and are usually overlooked. Average physicians 
meet at least one every week. 
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Hydroehlorie Acid in the Colon 
and Sigmoid 


By 
Burr Fercuson, M.D., Birmingham, Ala. 


Metchnikoff's most ardent disciple, 
today, is, perhaps, Dr. Ferguson, who 
explains, in this article, a new and suc- 
cessful method for increasing the body's 
resistance by stimulating the phagocy- 
tosis which the great Russian discovered. 


HOSE who read my little article in CLINICAL 

MEDICINE AND SuRGERY, the June, 1940, issue, 
on “Hydrochloric Acid in the Rectum,” may have 
found the paper incomplete. At any rate, I found 
it so, hence this paper is being written to say at 
least a part of what was left unsaid in the earlier 
communication. 

First, it may be asked, why use hydrochloric 
acid at all? I use it with all patients coming to me, 
because the oxygen content of the red cells is 
doubled in thirty minutes after an intravenous in- 
jection of a 1:1000 solution of chemically pure 
HC1 (determination done by Dr. Paul Roth, of 
Battle Creek, Mich.), and the white cells are im- 
mediately increased in numbers and activity, this 
activity being due to the fact that the leukocytes 
are the only acid elements in the blood stream 
(Metchnikoff), and the addition of more acid 
simply increases their phagocytic function, making 
these cells attack microbes with greater avidity. 
This forms the only reasonable explanation of 
daily clinical observations that I have found. 

These observations have forced me to conclude 
that resistance is a useful therapeutic phenomenon, 
whatever the ailment or injury may be. At pres- 
ent, the widespread use of sulphanilamide furnishes 
the best illustration of the truth of the Metchni- 
koff theory, as will be shown by frequent counts 
of the white cells before and during the admin- 
istration of the drug. 

Two German assistants of Metchnikoff found that 
gastric juice, when put on cultures of the tu- 
bercle and anthrax organisms in a test tube, killed 
both of these virulent germs. In further experi- 
ments, Metchnikoff proved that this lethal effect 
was due to the hydrochloric acid content of the 
gastric juice, and that pepsin played no part in the 
destruction of the organisms. In this determina- 
tion, Metchnikoff had the solution of the riddle of 
the perfect germicide, as reported in my _ book, 
“Facts and Phagocytes,” and confirmed by Dr. T. 
H. Maday, of Chicago, in the September, 1939, 
issue of CLINICAL MEDICINE AND SURGERY, and by 
Dr. C. E. Verdier, of New Orleans, in an article 
in The Military Surgeon for July, 1939. 

The following quotation is from Dr. I. S. Cutter, 
of Northwestern University, and confirms the ob- 
servations of Metchnikoff: “Apparently it is the 
hydrochloric acid of the gastric juice which issues 
the death warrant to many potential breeders of 
disease.” 

With these thoughts in mind, I determired to 
take a high, retained enema of hydrochloric acid 
in the sigmoid, when the effect of luminal-theo- 
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bromine had been unsatisfactory in reducing my 
blood pressure. It was particularly useful in this 
case of mine because, from June, 1917, to Novem- 
ber, 1919, I had had amoebic dysentery, records of 
this infection being in the files of the army hos- 
pital at Camp Lee, Virginia, and in various hos- 
pitals in France. 

The amoebas were, apparently, completely elim- 
inated in Morskoi Hospital, Vladivostok, by Dr. 
C. C. Yount, of Pittsburgh, by a series of injec- 
tions of emetine hydrochloride—a most useful stim- 
ulant for the phagocytes, as I proved by making a 
count before its administration and at hourly in- 
tervals afterward. Examinations at Hines (Ill.) 
and other army hospitals could demonstrate noth- 
ing to account for the pruritus ani which remained. 
On one occasion I went to a very capable proctol- 
ogist for several visits. He touched certain areas 
of the rectum with “Prescription Nos. 1, and 
3,” but there was no cessation of the itching. 


Beginning the irrigations with a 1:2500 solution 
of hydrochloric acid, a reduction of my blood pres- 
sure from 205/105 to 170/75 resulted in twenty-four 
hours, so I took the irrigations twice a week, rap- 
idly increasing the strength to 2 cc. of the chem- 
ically pure acid to the quart, or 8 cc. to the gallon. 
I took 18 of these irrigations, which were given 
to me by G. B. Chester, a local physical therapy 
technician-specialist, and the blood pressure was 
maintained at about 170/75. At once, when the 
irrigations were stopped, the pressure gradually 
returned to 200/110. This has been again reduced, 
but that is another story, which I shall tell later. 


Full of enthusiasm because of the effects of this 
purely natural method of doing to the large intes- 
tine just what nature had done to the stomach 
chemically, I called a very old friend to tell him 
I wanted to call upon him. I was told by a maid 
that he was dying in an oxygen tent, in which he 
had been for ten days. High blood pressure, due 
to heart and kidney disease, was his trouble. I 
called his partner and recommended hydrochloric 
acid, 1:250, in an irrigation or enema. This advice 
was followed, the oxygen tent was removed next 
morning, and he was given one more hydrochloric 
acid enema, high up. Today, two months after this 
procedure, he is in very good condition, although 
he is said to have malignant hypertension. 

Mr. Chester, who had given me the irrigations, 
was sO much impressed by the resulting stimula- 
tion of peristalsis, freedom from any irritation, 
total absence of tenesmus, and by their helpful 
systemic effect, that, when the manager of the Pine 
Hill Sanitarium came in to consult him about a 
case of dementia precox, which had become uncon- 
trollable in a violent maniacal exacerbation, kick- 
ing windows and breaking the furniture of his 
room, Chester advised enemas of hydrochloric acid, 
2 cc. to a quart of tap water. Half an hour after 
the first HCl enema, the patient dropped off into 
a restful sleep, from which he awoke very much 
refreshed. Enemas were continued every other 
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day, and six weeks after his first enema I was 
told he had had no other maniacal attack during 
that time. 

This effect was due to the stimulation of resis- 
tance, an evidence of which is the stimulating effect 
on the white blood cells, which may be seen by 
making a count before the enema and at hourly 
intervals afterward. 

As I see it, stimulation of resistance is a useful 
therapeutic procedure in all disease. Furthermore, 
hydrochloric acid, 1:200, is the only useful wet 
dressing, on burns or infected wounds, I ever saw. 
So this sterilizing effect of the acid appears in the 
large intestine, that focus for so many infections 
manifesting themselves in all parts of the body, 
as was shown in my own case of pruritus, which 
was completely relieved by the series of hydro- 
chloric acid irrigations I received. Here was a 






D. W. SHuMAKER, B.Sc 
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The kidneys are often damaged, di- 
rectly or indirectly, by injuries, and every 
clinician should know how to recognize 
such conditions. Dr. Shumaker discusses 
such cases, and also presents a new 
nephropexy operation which seems more 
rational, and has proved more success- 
ful, than those in common use. 


HE kidneys are so well housed in, anatomically, 

that it affords them much protection against 
direct trauma. In studying traumatic kidney le- 
sions, primarily and relatively, I am much im- 
pressed with the effects of indirect trauma, which 
is perhaps of greater importance than direct trau- 
ma. Among the most common causes inflicting di- 
rect trauma to the kidneys, may be mentioned gun- 
shot wounds, stab wounds, and direct concussions, 
such as blows and falls. 


Direct Injuries 

Gun-shot wounds of the kidney are obvious and, 
in the absence of severe hemorrhage, the treat- 
ment to the kidneys themselves is largely expectant. 
Traumatic drainage of the kidneys is usually ef- 
fected by the passage of the bullet and, in the ab- 
sence of injury to the other abdominal viscera, the 
treatment is palliative. The escape of urine through 
the wound usually gives no occasion for alarm. 
The presence of urine is easily detected by the 
odor, with the application of heat. 

Gun-shot wounds through the muscles of the 
back and kidney, without injury to other abdom- 
inal viscera, are very rare and are almost limited 
to a freak occurrence. Perforation of either the 
ascending or descending colon or some of the small 
bowels or the right lobe of the liver are usual 
occurrences, and are of greater surgical impor- 
tance than perforation of either kidney. Both types 
of cases have occurred within my experience, and 
with good results, except in one case, which proved 
fatal. This patient was a fourteen-year-old boy, 
who was shot through the abdomen from an ob- 
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most annoying ailment, caused apparently by the 
amoeba, which organism, when eliminated, left this 
pruritic memory of its presence for twenty years. 

From this time on I shall prescribe hydrochloric 
acid enemas whenever an enema is indicated. 

Everything that was said about the value of 
chlorine, in the advance notices of Dakin’s solu- 
tion as a germicide, is true, even though its clin- 
ical use met with failure. Chlorinated lime is not 
a potent source of the chlorine. Dr. Carrel should 
have selected hydrochloric acid as the source of 
his chlorine. Had he done so, he would have seen 
all of the helpful elimination of germs we were 
promised we would see in the use of Dakin’s solu- 
tion. His observations were drawn from theory 
and experiments on guinea pigs. Mine were drawn 
from infected human beings. 

Comer Bldg. 






































lique angle to the body, the bullet passing through 
both walls of the stomach and emerging through 
the right kidney. A laparotomy was performed; the 
anterior wall of the stomach was closed by direct 
suture; and the posterior wall was sutured through 
the lesser peritoneal cavity. For about ten days 
the boy did well and we looked forward to his 
recovery, but by the fourteenth day it was evident 
that deep abdominal infection was present and the 
inevitable occurred. At autopsy a large pus pocket 
was found in the lesser peritoneal cavity. 

Stab wounds in the loin frequently penetrate the 
kidney, but rarely are deep enough to extend into 
the colon or any of the other adjacent viscera. In 
the absence of severe hemorrhage, the treatment 
is expectant. 

Direct concussions to the kidneys are sometimes 
more complicated, and the difficulty of making a 
proper diagnosis sometimes is perplexing. Before 
the days of the x-rays and the cystoscope with 
the ureteral catheter, it was sometimes impossible 
to make a definite diagnosis until it was too late 
to do much for the patient. There are, however, 
some positive and definite symptoms that are fre- 
quently present in injury to the kidneys. Blood in 
the urine is a frequent symptom. Of course, out- 
ward symptoms such as tenderness, with swell- 
ing and ecchymosis, are common. Crepitus over 
the injured area is frequently present and may be 
caused by three outstanding conditions: It may be 
due to bone fracture, giving the definite sensation 
of bone crepitus; to an extravasation of fluid, such 
as urine or blood or both; or to air or gas. 

The presence of air or gas crepitus over the 
region of the kidney is highly suggestive, if not 
positive proof, that the colon has been severely 
injured and has allowed the intestinal gases to 
escape into the field of trauma. Such a case usu- 
ally develops into a perinephritic abscess and, in 
the absence of additional injury in the peritoneal 
cavity, such cases recover with the aid of a drain- 
age operation, such as is common in perinephritic 
abscesses. 








































































































































































































September, 1940 


Such a case came within my practice about 
fifteen years ago, giving the following history: 
A farmer boy, sixteen years old, was injured in 
the barn by a cow which pressed his right loin 
against the manger. 


The injury did not seem 























































Fig. 1: Showing the normal positions of the kidneys. 











particularly severe immediately, but the boy 
passed bloody urine, the field of concussion 
showed swelling and crepitus and, after a period 
of about thirty days, he was hospitalized. The 
field of injury was aspirated and found to con- 
tain pus. The pocket was drained and the boy 
made an uneventful recovery. I feel certain that 
the crepitus in this case was caused by the pres- 
ence of air, as well as fluid. 

Another case: Recently a banker, attending a 
convention, caught his heel on a step and fell, 
striking his right loin against the corner of a 
step. After two days he was removed to his 
home, where I saw him. He was passing bloody 
urine, had swelling in the right loin, with ecchy- 
mosis and severe tenderness, and upon palpation 
a decided crepitus was elicited. He would not 
consent to hospitalization and did not have a 
cystoscopic examination and ureteral catheteri- 
zation. There was a definite area of dullness on 
deep percussion over the right lower quadrant of 
the abdomen. I considered that the crepitus was 
caused by the presence of fluid and did not con- 
sider it wise to aspirate the area, for fear of 
converting sterile fluid into infected fluid. After 
two weeks complete recovery was established by 
rest in bed, hot fomentations to the field of in- 
jury, and the administration of urinary anti- 
septics. 

Indirect Injuries 

The story of indirect trauma to the kidney is 
different. I have long been convinced that floating 
kidney, in its final analysis, is primarily initiated 
by trauma some where along the line. While dis- 
eases causing emaciation may increase the poten- 
tiality of a floating kidney, by the absorption of its 
fatty capsule, I believe the emaciation, per se, 
rarely, if ever, produces a floating kidney. 

I have never heard of a quadruped having a float- 
ing kidney, and the relative anatomy of quadruped 
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vertebrates is very similar to the anatomic arrange- 
ment in the human being, but the posture, in the 
activities of daily routine, is entirely different. The 
human being walks erect and, so to speak, on one 
end of the body, while the quadruped walks on both 
ends, the spine in the human being is vertical, 
whereas the spine of the quadruped is horizontal. 
To the quadruped, the peritoneal cover or lining 
of the abdominal cavity forms a floor and supports 
the kidney, whereas, in a human being, the peri- 
toneum and abdominal viscera are only the anterior 
wall and the ribs and muscles the posterior wall 
of a cavity, with the kidney wedged between the 
two walls. The blood vessels to and from the kid- 
ney are the only pedicle support that the kidney 
has, and they are at a right angle with the kidney 
suspension. 

Right-angle concussions to the axis of the body 
can have little influence in producing kidney pro- 
lapse, but a severe concussion to the body in a ver- 
tical direction, such as a severe fall on the buttocks, 
may have much to do with inducing this condition, 









































Fig. 2: Showing a first and second degree of prolapse 
of the right kidney. 
if the normal potentiality has been increased 


through absorption of the fatty capsule or general 
visceroptosis. 

Any act that will tend to increase the separation 
of the posterior abdominal peritoneum, with its 
attached abdominal viscera, from the posterior body 
wall, from the diaphragm downward, will open the 
way for kidney prolapse. When this potentiality 
is established, the concussions to the body brought 
about by normal physical activities will slowly but 
surely make the kidney move downward. Every 
step that the body makes, or every effort at muscu- 
lar exertion while in the erect position, is bound 
to force the kidney downward. The kidney, there- 
fore, digs its own tunnel and moves downward and 
inward towards the median line, because the base 
of its pedicle is fairly well fixed, and the kidney 
describes an arc-like tunnel extending from its nor- 
mal position to its greatest abnormal position. 

This abnormal kidney mobility, on the right side, 
frequently acts as a pressure valve to the cecum 
and ascending colon and produces symptoms that 
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are often mistaken for either acute or chronic ap- 
pendicitis. The natural blocking of the normal 
drainage of the cecum and ascending colon will 
also interfere with the normal drainage of the ap- 
pendix and, I believe, may be, in many cases, an 


Fig. 3: (Lower Left) Showing the usual right-rectus 
incision, which can be enlarged as needed to approach the 
kidney tunnel. 

Fig. 4: (Upper Right) Showing the dissection completed 
down to the kidney, which appears in its abnormal posi- 
tion in the tunnel. 


outstanding activating factor in the causation of 
appendicitis. Many an innocent or guilty appendix 
has been removed without recognition or correction 
of the real cause of the illness. 


Nephropexy Operations 

Like the old ventral suspension of the uterus 
operation, in which that organ was anchored to 
the anterior abdominal wall, and following which, 
in many of the cases, the end results were not sat- 
isfactory, because there was no provision to over- 
come the concussion to the uterus in that opera- 
tion; so all the conventional operations for mov- 
able or prolapsed kidney are not satisfactory, be- 
cause an absolute fixation of that organ causes 
constant pain and discomfort. The socalled hinge 
operation for anchoring the kidney, in which a 
large flap of its fibrous capsule is sutured into the 
lumbar muscles, thereby establishing a support that 
forms a secondary pedicle, while it does prevent, 
at least to a certain degree, the prolapse of the 
kidney, causes continual pain and discomfort sim- 
ilar to that produced by the rope-like pedicle that 
frequently follows a ventral suspension of the 
uterus, and causes pain with every vertical concus- 
sion to the body. It seems to me that any opera- 
tion for the support of a movable kidney that does 
not provide floor support, rather than suspension 
support, is unsatisfactory. 

A New Operation 


About ten years ago, while performing an oper- 
ation for chronic appendicitis on a patient who 
was known to have prolapsed kidney, and with the 
expectation of doing a nephropexy through a sec- 
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ond lumbar incision, I observed the position of the 
kidney and moved it through its arc-like tunnel. 
It occurred to me that I could reach the kidney 
from the appendix incision by enlarging that in- 
cision somewhat, and could construct a new floor 
for the lower pole of the kidney and thus prevent 
the prolapse. 

The peritoneum was dissected free from the 
muscles along the right loin, from the appendix 
incision down into the kidney tunnel (see Fig. 4). 
After I opened the tunnel, the kidney was moved 
to and fro to determine the extent of prolapse. The 
tunnel was found to extend over to the median 
line just below the umbilicus. The dissection was 
carried beneath the ascending colon over to near 
the midline, in the triangle above the right external 
iliac artery and the abdominal aorta. A group of 
fibrous structures of the fatty capsule of the kid- 
ney was seized, and it was found that, by drawing 
those fibers into the incision, the kidney was moved 
outward into its normal position. Care was taken 
against injuring or including ayv of the tissues ad- 
jacent to, but not a part of the prolapse. The 


Fig. 5: 


Showing the sutures inserted but not drawn 
up and tied. As they are tied, from below upward, the 
kidney is completely returned to its normal position. 


ureter was carefully excluded. The socalled nephro- 
colonic ligament of Longyear, I consider to be only 
fibrous bands that are largely the remains of an 
absorbed fatty capsule. These were sutured, in a 
group, to the muscles posterior to the kidney tunnel. 

Sutures were then started at the innermost 
border of the ascending colon (see Fig. 5), and 
obliteration of the tunnel was effected by suturing 
the ascending colon, with its fibrous attachments, 
to the muscles of the loin, in such a way that the 
tunnel was completely obliterated. A little gauze 
tape was packed down to the sutures of the tunnel, 
to facilitate the escape for all serous oozing, and 
the incision was closed. Two days later the tape 
was removed, and the incision healed by primary 
union. The patient made an uneventful recovery. 

Since that time I have performed this operation 
on 26 different patients, both male and female, and 
to date, without a known recurrence, and with 
comfortable results in all. 
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Caneer of the Reetum 


As Seen by the General Practitioner 


By 
Cuarces J. Drueck, M.D., F.A.C.S., Chicago 


If general practitioners do not diagnose 
cancer of the rectum early, the condition 
is generally beyond help when seen by a 
specialist. Here are some pointers to as- 
sist in making early diagnoses. 


presenting this subject there are many prob- 
lems of vital importance to the family doctor. 
Perhaps the first is consideration of that group of 
indefinite gastro-intestinal dysfunctions which 
brings to the observer’s mind the possibility of ma- 
lignant disease in the lower bowel. 

The apparent increase in the number of cases of 
cancer of the rectum is, in part, due to the decline 
in the death rate of other diseases, the lengthening 
longevity, and the improvement in our diagnostic 
technic. Approximately 12 percent of all malignant 
tumors of the human body originate in the pelvic 
bowel, and 80 percent of all intestinal cancers are 
located in this region. The malignancy of cancer 
of the rectum and sigmoid is less than that of can- 
cer of the stomach and equal to that of cancer of 
the uterus, 

Symptoms 

It has become generally recognized that certain 
characteristic symptoms of malignant disease of the 
colon usually present themselves to demand a thor- 
ough investigation, which includes abdominal and 
rectal palpation, proctoscopy, sigmoidoscopy, and, 
in all lesions above the rectum, a roentgenologic 
study. 

Mucous Discharge: Intestinal cancer begins in 
the secreting structures, which take on active pro- 
liferation. The cells increase rapidly in numbers, 
spread out in all directions, and produce an ex- 
cessive amount of clear, viscid, odorless mucus, 
which is passed with or independently of the feces. 
This is the stage when the clinician may err by 
diagnosing colitis. 

Constipation: As the tumor infiltrates the deeper 
coats and extends laterally around the bowel, it 
stiffens the gut and impedes peristalsis. Fecal stasis 
is manifested by a change in the normal bowel habit 
to constipation, diarrhea, or alternating periods of 
each, and a feeling of incompleteness after defeca- 
tion, which act is explosive in effort and accom- 
panied with much flatus. This change in bowel 
habit is given prominence in the literature, but it 
must be remembered that it comes on insidiously 
and does not appear until there is a moderate ob- 
struction. Furthermore, individuals who have been 
chronically constipated, and therefore accustomed 
to the regular taking of cathartics, hardly notice 
that they have recently been taking increasing 
doses. It is interesting that, at this time, all of 
these symptoms are temporarily relieved by taking 
a cathartic. 

When the deeper coats of the bowel are involved, 
the position of the tumor determines other asso- 
ciated symptoms. Tumors of the sigmoid and the 
ampulla of the rectum, having a large lumen and 
lying free in the pelvis, do not produce sensory 


manifestations and are said to be in the “silent 


zone.” If the tumor is on the anterior wall of the 
lower rectum, it excites urinary or uterine com- 
plaints; if on the posterior wall there may be a 
low backache. Tumors low in the rectum also in- 
volve sensory nerves, are increasingly painful, and 
are mistakenly treated as hemorrhoids or fissure. 
This is the stage of which it is jestingly said, “If 
you don’t put your finger in the rectum, you will 
some day put your foot in it.” During this stage 
the careful physician picks up the diagnosis from 
inconstant and indefinite signs and symptoms. The 
study of any large group of consecutive rectal 
examinations will disclose cases of cancer of the 
rectum which have been accidentally discovered 
during a routine examination for other rectal dis- 
orders. 

When a neoplasm arises in the intestinal mu- 
cosa, it of course involves but a small area. Later 
the growth spreads, both longitudinally and circum- 
ferentially, in the wall. Therefore, a recent neo- 
plasm invades only the mucosa and but one quad- 
rant of the bowel, and also is movable over the 
muscular layer. Later it spreads lengthwise up the 
bowel for one or two inches and laterally all around 
the gut. As it encircles the bowel, it also invades 
the deeper coats and the entire mass becomes fixed. 
Thus, a tumor involving only one segment of the 
wall is probably but a few months old, whereas a 
growth which involves half or three-fourths of the 
circumference of the bowel has been clinically rec- 
ognizable for from six months to a year. 

The clinical manifestations of a tumor of the 
pelvic bowel in no way differentiate benign from 
malignant growths, and very similar symptoms may 
be produced by fecal impaction or inflammatory 
disease in the same portion of the bowel. 


Complications 

Bleeding: As the developing stage of the growth 
reaches completeness, degenerative changes appear. 
The tumor protrudes into and obstructs the rectal 
lumen and friable masses are torn off by the pass- 
ing of the fecal bolus. The central portion of the 
neoplasm, being starved of nutrition, ulcerates, and 
hemorrhages of variable amounts occur, sometimes 
streaking the stool and at other times producing 
free bleeding or the expulsion of clots. 

Diarrhea: Toxins are absorbed from the degen- 
erating and ulcerating mucosa and, together with 
bacterial infection, frequent foul discharges of 
mucus, blood, and pus are produced, and the patient 
is decidedly septic. This is the so-called “cancer 
diarrhea,” which is spurious, because the patient 
usually is constipated. 

This diarrhea has its own characteristics. The 
call to stool arouses the patient early (5 to 7 A.M.) 
and is very urgent. The stool is without form, wa- 
tery, and later mixed with blood and debris. There 
may be a dozen sloppy or gaseous evacuations dur- 
ing the day. One lowly patient, who meant noth- 
ing vulgar, said, “Only a few wet farts.” In the 
late stages, as the anal sphincter becomes fatigued, 
incontinence becomes most distressing, the liquid 
stools being evacuated involuntarily. 
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Pain is never an early symptom of rectal cancer. 
It results from involvement of the pudic and sacral 
nerves, and therefore first appears after ulceration, 
obstruction, and invasion of the pelvis outside the 
rectum have occurred. 

At first, there is discomfort or uneasiness just 
within the rectum, and it is accompanied with 
sphincteric spasm. Later, there is a sense of full- 
ness or heaviness within the pelvic bowel, higher 
up than the sphincters, with pressure about the 
sphincters and a desire to go to stool, but a con- 
sciousness that something obstructs or “won't let 
go.” These sensations may occur with, but more 
commonly after, defecation. Still later there is 
colic at stool; a dull ache or sharp stabbing pain 
at the anus after stool (which is so easily con- 
fused with the pain of fissure) and a constant sac- 
ral ache; and pains shooting down the thighs or 
through the pelvis, bladder, and uterus. The lower 
in the bowel the tumor is, the more acute the suf- 
fering. Epitheliomas at the anus are exquisitely 
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painful; but pain complicates the advanced stages 
of all rectal cancers. 

Odor: The rectal discharges, consisting as they 
do of necrotic masses, old blood, pus, and mucus, 
have a very foul odor which clings to the patients’ 
perianal skin and underwear. Patients nearly al- 
ways comment on this fetid odor. 

Bowel obstruction is a dominant condition in all 
cancers involving the lower rectum and anal canal. 
The stools become narrow in caliber (the so-called 
“ribbon-shaped” stools) and are expelled in short 
masses. 

Cachexia: Finally, anemia, emaciation, and as- 
thenia conclude the picture, and the patient pre- 
sents himself complaining that he “has something 
in the rectum.” He has made his own diagnosis 
from the group of complications, rather than from 
the true symptoms of cancer of the pelvic bowel, 
and at this time is beyond the stage where we can 
give him anv help, other than palliation. 

58 East Washington St. 


Contagious Diseases and the Specialist" 


E 
ARCHIBALD L, Hoyng, M.D., Chicago 


Many specialists, other than internists 
and pediatricians, have no interest in 
contagious diseases, because they think 
that they never see them. Dr. Hoyne 
shows how mistaken they are in such a 
belief. 


RRESPECTIVE of the type of practice a physi- 

cian may pursue, infections of a contagious na- 
ture will be present from time to time in the 
patients he is called upon to treat. Some of these 
infections may not be associated generally with the 
common contagious diseases, but if they are trans- 
missible by means of contact, either direct or indi- 
rect, they should be classified properly as contag- 
ious. In any event, no physician is justified in as- 
serting his lack of interest in contagious diseases 
on the theory that his practice is confined to some 
specialty which is wholly foreign to communicable 
diseases. Some training and experience in contag- 
ious diseases is certainly more essential for the sat- 
isfactory practice of most of the specialties than is 
a course in obstetrics to one who plans to devote 
himself to otology. 

No one is likely to deny that the pediatricians 
constitute the principal group which is called upon 
to diagnose and treat contagious disease patients. 
A major portion of the illnesses of children, and 
sometimes of infants, consists of transmissible in- 
fections. There are, not merely measles, diphtheria, 
and scarlet fever, which are common in childhood, 
but whooping cough, erysipelas, and chickenpox 
may occur in infancy, and epidemics of infectious 
diarrhea among the newborn are well known. 
Pneumonia and impetigo contagiosa may occur in 
very early life; and there are also parasitic dis- 
eases, which are usually observed later in life. 

The dermatologist must frequently decide be- 
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tween an infectious and a non-infectious condition 
of the skin, and whether or not an eruption is due 
to a systemic invasion by a contagious organism. 
Smallpox, chickenpox, and syphilis are often con- 
fused; lupus erythematosus, erysipelas, dermatitis 
herpetiformis, and even scabies, as well as exfoli- 
ative dermatitis and scarlet fever, occasionally pre- 
sent troublesome problems in diagnosis. 

The neural surgeon may encounter erysipelas of 
the scalp, when a cerebral abscess and meningitis 
are suspected. Favus, ringworm, or some other 
parasitic condition may be present when the scalp 
is incised. Within the skull, meningococci may 
contaminate the cerebral fluid. All of these infec- 
tions are contagious. 

The ophthalmologist without contagious disease 
training or experience may not readily recognize 
diphtheria of the eye. Again, erysipelas may be 
mistaken for ethmoiditis or orbital cellulitis. Rare- 
ly, cavernous sinus thrombosis is confused with 
erysipelas. Ophthalmia neonatorum and other gon- 
ococcie eye infections, regardless of the patient's 
age, are always contagious, and so is trachoma. 

It.is a great advantage to the nose, throat, and 
car specialist if he is familiar with the various types 
of diphtheria. Errors have been made in mistaking 
an early case of diphtheria for a peritonsillar ab- 
Vincent’s angina, thrush, gumma, or mucous 
patches may be observed, and these conditions are 
all properly classified as contagious. A diagnosis 
of acute follicular tonsillitis (which is contagious ) 
may be made when the patient is suffering from 
either scarlet fever or diphtheria. The child with 
a profuse nasal discharge may be treated for 
ozena, when he actually is suffering from post- 
nasal diphtheria. Scarlet fever may be recognized, 
occasionally, by a careful examination of the 
throat and tongue, prior to the appearance of an 
eruption on the skin. But if a diagnosis of strep- 
throat is made, instead of scarlet 
fever, that infection is also contagious. A close in- 
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Some Contacious 1 THE Masks 
WlASQUERADERS THEY Wear 
oO Oe 
Ethmoiditis 
Mastolditis 
Herpes Zoster 
Metts itis 
Orbitat Cellulitis 
Cerebral Abscess 


ERYSIPELAS 


Ozena 
Pneumonia 
Conjunctivitis 
Otitis Media 
Enlarged Liver 
Wound Infections 
Follicular ‘Tonsillitis 
Rritonsillar Abscess 


DievHTHERIA 


pendicitis 
oe Inge ctions 


Scancet fever Pusrpecal’s Sepsis 


Fotticular Tonsillitis 
SYPHiLis ——+Almost Any Disease 


spection of the buccal mucous membrane, in a child 
with conjunctivitis, may disclose Koplick spots (a 
sure sign of measles), which are likely to be iden- 
tified only by one who has a knowledge of con- 
tagious diseases. Diphtheritic infections of the ear 
are encountered occasionally ; and a vesicle on the 
unruptured ear drum may mean an influenzal in- 
fection. Beginning erysipelas behind the ear may 
be mistaken for acute mastoiditis. 

The chest specialist may suspect pneumonia, 
when a patient is actually suffering from a tracheo- 
bronchial diphtheria. lf an open case of pulmonary 
tuberculosis is present, a contagious disease exists. 
In rare instances, pericarditis may be due to a pri- 
mary influenzal infection. When a diagnosis of 
endocarditis is contemplated, because of the pres- 
ence of petechiae, it should not be forgotten that 
the eruption may be occasioned by a meningococ- 
cic infection. 

The physician who specializes in internal medi- 
cine may encounter an enlarged liver, due to a se- 
vere diphtheritic infection. Sometimes an enlarged 
spleen is found early in measles, or it may accom- 
pany what appear to be the rose spots of typhoid 
fever; yet, in reality, the patient may have epidemic 
meningitis. Small purpuric spots over the abdomen, 
in a patient of low social status, are not always 
occasioned by parasites, but may be attributed to 
typhus fever. On more occasions than one, a diag- 
nosis of amebiasis would have proved more ac- 
curate than that of mucous colitis. 

More than once the general surgeon has 
pected gallbladder disease during the onset of 
smallpox, and the patient has been treated accord- 
ingly. Likewise, surgical procedures have been re- 
sorted: to, including the removal of the appendix, 
when a more accurate diagnosis would have been 
amebiasis. 


sus- 
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During the onset of scarlet fever, prior to the 
appearance of the rash, a diagnosis of appendi- 
citis is occasionally made and an operation, which 
may not be necessary, is sometimes performed. Ap- 
pendicitis is also diagnosed, at times, during the 
onset of smallpox but, owing to the absence of leu- 
kocytosis at this stage of the disease, surgical in- 
tervention is not likely. 

Among the common contagious diseases, appen- 
dicitis is probably more frequent with chickenpox 
than with any of the others. Furthermore, if there 
is involvement of the appendix in chickenpox, it 
is apt to be early in the eruptive stage, and rup- 
ture of the appendix is not unusual. In measles, 
suppurative appendicitis is, as a rule, 
uncommon, though I have seen such 
number of times. 

The obstetrician is 


considered 
instances a 


not spared the possibility of 
encountering contagious diseases. During a num- 
ber of years past, we at the Contagious Disease 
Hospital have seen examples of practically all the 
contagious diseases among pregnant women. Fur- 
thermore, it should not be forgotten that the line 
of distinction between puerperal sepsis and scarlet 
fever is extremely fine. In either instance, however, 
the condition is contagious. Moreover, a typical 
scarlet fever infection may develop as the result of 
delivery. Under such conditions, the throat symp- 
toms may be very mild. In this connection, we 
should bear in mind that a similar situation often 
happens when the port of entry for the scarlet 
fever infection is not by way of the respiratory 
passages. Surgical scarlet fever may occur follow- 
mg burns or any operative procedure. 

Even the orthopedic specialist may be called 
upon to diagnose a contagious disease when a pa- 
tient applies to him for treatment of a deformity 
which has resulted from poliomyelitis. Also, in the 
case of such operations as tendon transplantations, 
it is possible fora diphtheritic infection of the skin 
to develop. Children’s orthopedic wards often seem 
to be the most vulnerable spots in hospitals for 
contagious disease outbreaks. 

A variety of contagious diseases may come before 
the neurologist. Examples would be poliomyelitis, 
epidemic meningitis, and encephalitis. Transverse 
myelitis, polyneuritis, Pott’s disease, and osteomye- 
litis, as well as brain abscess and brain tumor, have 
all been mistaken for poliomyelitis. 

Because of intense pain, the patient with herpes 
soster may consult the neurologist, rather than the 
dermatologist or general physician. Herpes zoster, 
too, is sometimes confused with erysipelas. The 
disease is rarely seen in one who has suffered pre- 
viously from chickenpox. Moreover, the herpes 
soster patient may transmit chickenpox to one who 
has never suffered from that infection or from 
herpes zoster. 

There are many 
tagious conditions 


other instances in which con- 
offer perplexing problems to 
physicians whose special work presumably is far 
afield from the acute infectious diseases. In every 
branch of medicine and surgery the possibility of 
contagion is sure to be met from time to time 
Therefore, evervone engaged in the practice of 
medicine should acquire some experience with con- 
tagious before confining himself to 
chosen specialty. 


diseases 


25 E. Washington St. 


a 





A oLiving or the TP iitiey 


The Business of Medicine and the Art of Living 


Associate Editor: 


Ralph L. Gorrell, B.S.M., M.D., D.N.B. 


The Specialist and the General 
Practitioner 


N Southern Medicine and Surgery for Decem- 
ber, 1939, Drs. Hammer and Lackey remark: 
“A good many of us believe that it would 
be no more reasonable to refer the average case 
of accidental wound or of other surgical condi- 
tion encountered in our daily work, to a spec- 
jialist in surgery, than to employ a certified 
public accountant to verify the addition on the 

slips handed to us with our groceries at the ‘A 

and P.’ stores.” 

It is the legitimate complaint of many compe- 
tent general practitioners, that specialists in the 
United States try to attract all types of cases in 
their field to them, and at the same time, expect 
the general clinician to be happy to refer still more 
patients. 

The results, if this tendency is carried to its 
logical end, would be: (1) The general practitioner 
is left with little practice; (2) because of his lack 
of constant use of his medical knowledge, his diag- 
nosis and treatment and his interest in scientific 
medicine are at a low level; and (3) patients re- 
ceive unbalanced medical care, in their wandering 
from one specialist to another. 

No conscientious general practitioner attempts 
to perform mastoid surgery, the removal of cat- 
aracts, or surgery on the sinuses, although he is 
well versed in the care of acute otitis media (usu- 
ally including myringetomy), the removal of sup- 
erficial foreign bodies from the eye, and the treat- 
ment of acute sinus infections and sore throats. 

The specialist should confine himself to the more 
dificult phases of his ficld, and refer the routine 
conditions to the general practitioner, thus truly 
In this way, he will avoid 
wishes to handle a large 
number of simple cases, for financial reasons. 


cooperating with him. 
the implication that he 


As has been pointed out in these and other med- 
ical press columns, the excellent record of the 
competent general practitioner in the care of such 


a frequent surgical condition as appendicitis, is 
not fully realized by the practitioners themselves 
nor by those surgeons who believe that all abdom- 
inal conditions belong in their field, but whose rec- 
ords are no better. In 134 appendectomies, per- 
formed by a well-trained general practitioner and 
his assistant during a period of five years, there 
was only one death, although 
peritonitis and 
appendicitis. 


were three 
gangrenous 


there 
cases of fourteen of 
These excellent results were obtained by care- 
ful diagnosis and choice of the incision that would 
enable the appendix to be removed with the least 
manipulation, by moderately rapid but not “fast” 
surgical procedures, which included removal of the 
appendix in every case, insertion of a tube through 
the appendiceal stump where necessary, blood 
transfusions and parenteral infusions of suitable 
liquids, duodenal suction, and other modern meth- 
ods of treatment. x. t. &. 
|| 


Not a Polio Year 


T urs is the season of the year when poliomyelitis 
is apt to be most prevalent, but up to the middle 
of July, when the increase generally begins, the 
cases in the United States were not so numerous 
as they were last year at the same time (101, in 
1940; 143, in 1939). 

The Pacific seems to be the exception. 
California reported 27 cases and Washington 17. 
Texas reported 7 cases, Alabama and Iowa 5 each, 
and South Carolina 3 (against 20 last year), leav- 
ing only 37 cases distributed among the other 42 
States. 


coast 


These figures offer no excuse for carelessness in 
diagnosis, but merely suggest that, east of the 
Rocky Mountains, there is no cause for particular 
uneasiness in regard to infantile paralysis this year 
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Restore the Republic! 


S rate rights were killed in 1913, when the seven- 
teenth amendment was adopted, and what we need 
now is an inquest. 

We are, today, instead of 48 united States with 
representation in the Senate of the United States, 
48 united states. Hence nothing can be expected 
in the others. In other words, in eliminating State 
control of the United States Senate, we removed 
the very principle which makes this a Republic of 
48 united states. Hence nothing can be expected 
except 48 socialistic Commonwealths, upset with 
dissension and class hatreds. 

It is this unhappy state that is gradually, but 
persistently, leading us toward dictatorship. This 
chaotic condition is clearly evident as each State 
fights for a larger share of Federal appropriations. 
Little consideration is given to the fact that all 
money is borrowed on the credit of each State. It 
is, instead, as with pirates of old, a division of 
spoils, even if the spoils are a mere mirage.—The 





Hon. Jacos THorketson, M.D., in U.S. House of 
Representatives, Jan. 3, 1940. 

































































Courtesy, Bureau of New Orleans News 


Equipment of Our Grandfathers 


Wiru the modern tools we have to work with, we 
ought to be a lot better doctors than our grand- 
fathers were; but are we? 

How would you like to use the microscope and 
transfusion syringe (the latter from the Confed- 
erate army) being examined by an attractive vis- 
itor to New Orleans in the picture above, which 
form a part of the large exhibit of Civil War 
medical and surgical equipment on display in the 
famous Cabildo, now the Louisiana State Museum. 





The Art of Love 


It is unfortunate that the idea is so prevalent, that 
sexual intercourse can safely be left to instinct; 
that physical love is a natural function and re- 
quires no art. 

Love is an art, and not one that can be learned 
from a book. The majority of people imagine that, 
without any previous experience, they will im- 
mediately be able to satisfy their own and _ their 
partner's needs. 

Sexual difficulties in marriage are a part of the 
price we must pay for the ideal of pre-marital 
chastity. All ideals have to be paid for, and the 
payment for pre-marital chastity may seem exces- 
sive to those whose sexual ethic is not based upon 
religious conviction. —K. Watker, F.R.C.S., in 
“Sexual Disorders in the Male” (Williams & Wil- 
kins, Publishers). 
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Malpractice Prophylaxis 


I: every physician would exercise due caution and 
good judgment, keep adequate and accurate rec- 
ords, and learn that a wagging tongue may get 
him and others into trouble, there would be no 
malpractice problem.—N.Y.S.J.M., May 1, 1940. 
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Liability of Unconscious Patients 


A patient, unconscious at the time necessary med- 
ical services were rendered, is liable for the rea- 
sonable value of such services —SAMUEL Brock, 
M.D., in “Injuries of the Skull, Brain, and Spinal 
Cord” (The Williams & Wilkins Co., Publishers). 
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Medical Mussolini 
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MEDICAL MUSSOLINI. By Morris A 
of Plain Talk Magazine; H. C. 
Technical Editor. Washington, D.C.: 


ing Company (709 Carpenters Building) 
$3.00. 


Beatie, Editor 
(CARLYLE) Lowry, 
Columbia Publish 


1939 Pri 


HOSE physicians who have long been puzzled by 
the curious anomaly of the American Medical 
Association, an organization supposedly democratic 
and whose governing officers are supposed to be 


elected by representatives of the members, will 
learn much from this book. They will learn why 
the editor of the Journal of the American Medical Asso- 


ciation, Who was never elected to his present of- 
fice, is in such a position of power, and why he ap- 
parently cannot and will not be removed, whether 
physicians like it or not. 

It is to be regretted that the book was not writ- 
ten in a more temperate and unbiased manner, so 
that it would carry more weight with the more 
thoughtful readers; but since we are not aware 
that the author has been sued for libel, the state- 
ments made deserve the earnest consideration of 


all physicians, especially members of the American 
Medical Association. 
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(NOTE: Our readers are cordially invited to submit fully worked up preb- 
lems to the Seminar and to take part in the discussion of any or all problems 


submitted. 


Discussions should reach this office not later than the 5th of the month 
following the appearance of the problem. 


Address all communications intended for this department to The Seminar, 
care CLINICAL MEDICINE AND SURGERY, Waukegan, Ill.) 


Problem No. 7 (Diagnostic) 


Presented by W. E. McKinley, M.D. 
Jewell, Kans. 


(See Crix. Mep. & Surc., July, 1940, p. 256) 


Recaritucation : A girl of 6 years was awakened 
by nausea and vomiting and had a high fever. The 
next morning there was more vomiting, with ab- 
dominal pain. She was seen that afternoon 
ond day). 

Examination showed severe pain, tenderness, and 
rigidity over the entire belly, especially the lower 
quadrants; thighs flexed on the abdomen; tempera- 
ture, 103° F.: her gums and tongue showed ulcer- 
ated spots and there was bright-red congestion in 
the lett pharynx. Her leukocyte count was 4,000, 
with 21 percent of myelocytes, 56 of young forms 
and only 2 percent of mature polymorphonuclears— 
a marked shiit to the left (Schilling). Three sur- 
reiused to operate because of the blood 


(sec- 


geons 
picture. 
The next (third) day her leukocytes were 3,900, 
and the Schilling count went still further to the 
left. The fever was the same. 
On the fourth day she developed stercoraceous 
vomiting ; temperature, 104.6° F.; leukocytes, 6,900. 
On the fifth and sixth days the fever decreased 
and the leukocytes increased to 18,000, with a 
slight Schilling shift to the right; but on the 
tenth day she began to lose ground rapidly, and 
died on the thirteenth day. There was no autopsy. 
Requirements: Suggest the diagnosis, giving 
reasons, and state how you would have handled 
this 


case. 


Discussion by G. J. Mautz, M.D., 
Springfield, Ill. 

When this patient was first seen, she presented 
a picture of peritonitis—severe abdominal pain; 
tenderness in both lower quadrants; rigidity ; tym- 
pany; fever; and, later, obstructive symptoms. 

The ulceration on the tongue, gums, and phar- 
ynx, and the low leukocyte count with few poly- 
morphonuclears suggest agranulocytosis, especially 
the type in which the necrotizing process is in the 
intestinal tract, but I think is ruled out by the large 
and increasing number of myelocytes. 

This case, in the beginning, does not appear to 
me to be any of the usual acute abdominal condi- 
tions, but acute leukemia (acute leukosis). In this 
condition we may find the oral ulceration and also 
infiltration and necrosis in the intestine. Later, a 
variety of complications are possible in the peri- 
toneal cavity. Add to this the rapid onset in a 
child; the rapidly fatal course, with fever; the 


severe anemia; the predominating immature leuko- 
cytes, which increased, and the case fits one defini- 
tion of acute leukemia given by Dr. Roy R. Kracke, 
in his “Diseases of the Blood.” 

For additional diagnostic information, a smear 
of the ulcers might have been studied, to exclude 
the usual infections. 

In treatment, I should add nothing. 

An autopsy, especially of the abdomen, would 
have been interesting. 


Discussion by Ralph L. Gorrell, M.D., 
Clarion, Iowa 

When the long arm of the 
reaches into the operating room, it should be 
slapped down. Too many surgeons and general 
practitioners bow down in worship before a labora- 
tory report, yet they know that a normal or low- 
ered leukocyte count may be found in association 
with a mildly inflamed appendix or with peritonitis 
of the most virulent type; that is, the leukocyte 
count is not diagnostic any more than a_ fever 
of 103° F. is pathognomonic. The blood studies are 
only a part of the picture and must not be given 
more weight than they deserve. 

“It must not be assumed that any of the differ- 
ential methods are short cuts in the formulation 
of a clinical diagnosis. Total leukocyte and dif- 
ferential counts are never pathognomonic of any 
disease. The differential count indicates only that 
the bone marrow is active or inactive. A trivial 
infection may cause a marked reaction, and vice 
versa. The leukocyte and differential counts, or 
the complete hemogram, will have various inter- 
pretations, depending upon the location of the in- 
fection, consequently the clinical findings are most 
essential for diagnosis and treatment.” 

“The same severity in the blood picture which 
might indicate a fatal prognosis in intracranial in- 
fection, grave in pulmonary, serious but hopeful 
in abdominal, would cause but slight concern in 
pelvic conditions. A better prognosis may be given 
if it is known that adequate medical or surgical 
treatment is possible to control the primary focus 
of infection.”* 

In other words, the surgeons, instead of show- 
ing the white flag when confronted with a severe 
infection, should have operated if they felt that a 
condition was present that could be helped by sur- 
gery, regardless of the leukocyte count. 

Many physicians do not realize that a correct dif- 
ferential count cannot be safely performed by a 
nurse, technician, or intern, unless well trained. 


laboratory man 


*Beck, Regena: “Laboratory Manual of Hematologic 
Technic.”” W. B. Saunders Co. 1938. 
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Expert hematologists disagree on the exact number 
of myelocytes, promyelocytes, myeloblasts, and 
metamyelocytes in any certain smear “There can 
be no sharp, natural, differentiating criteria, be- 
cause the forms in question are in developmental 
stages” (A. P. Hitchens, M.D., in Jour. Lab. and 
Clin. Med., Mar., 1935); or, as Russell Haden 
says in his new book, “We are watching a caravan 
which is in constant motion and must interpret 
what we see.” 

Typhoid fever should first be excluded in any 
abdominal condition which begins with fever. Ap- 
pendicitis always begins with pain, as the late 
John B. Murphy taught. Typhoid is so rare now 
that perforation and other complications are for- 
gotten. 

“Ulcerated areas on tongue and cheeks” is so 
indefinite a statement that one is at a loss to know 
whether a local lesion, such as Vincent's infection, 
is present, or a systemic one, such as agranulo- 
cytic angina. A _ bright-red, congested streak on 
the left pharyngeal wall may be a manifestation 
of streptococcic infection or the result of a post- 
nasal drip from iniected sinuses (the condition of 
the nose and sinuses was not mentioned). No re- 
port is made of throat smear or culture. A virulent 
infection here can metastasize to the appendix, as 
Brenneman has shown, or may cause “primary” 
peritonitis. 

The most probable diagnosis is peritonitis. 

Treatment: Exclude typhoid by blood culture 
(which might disclose other organisms, also), and 
the illnesses noted above. If the diagnosis is still 
in doubt, perform a McBurney incision, under lo- 
cal anesthesia, to get material for smears and cul- 
tures and to examine the appendix. A recent ar- 
ticle on the treatment of primary peritonitis, in 
J.AM.A., by a well known surgeon, suggests ab- 
dominal paracentesis in all cases, to guide ther- 
apy. Sulfanilamide or Neoprontosil, which were 
not available at the time this child was seen, might 
have been life-saving. 


Discussion by G. M. Russell, M.D., 
Billings, Mont. 

No mention is made of bowel movements — 
whether there were any and, if so, of what char- 
acter. 

The history points to appendicitis, probably rup- 
tured due to the “household remedies,” which are 
often cathartics. Nothing is said as to tenderness 
in the abdomen after the first day. Was there re- 
bound tenderness? The stercoraceous vomiting 
would, of course, indicate an obstruction in the 
ileum or jejunum. 

Nothing is said as to neurologic findings, and no 
spinal puncture appears to have been made. Exam- 
inations seem to have been centered on blood find- 
ings. The patient may have had agranulocytosis, 
but that would hardly account for the marked ab- 
dominal findings. 

At the start, I should have given this girl intra- 
venous injections of 1:1000 hydrochloric acid solu- 
tion, to correct the low leukocyte count and get 
her in proper condition for operation. 


Discussion by Louis X. Bell, M.D., 
Los Angeles, Calif. 


This is one of those cases that adds to the 
number of graying hairs among doctors. No doubt 
Dr. McKinley had his hands full with this case. 

From the brief history given and the sudden 
onset, one would think of malignant neutropenia, 
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based on the temperature and the ulcerated throat 
and gums. Acute myeloblastic leukemia runs the 
same course, in the early stages. The flexion of 
the knees and pains in the abdomen may be due 
to increase in size of the liver and spleen. I saw 
a man operated upon for acute appendicitis and 
found to have polycythemia vera, with an enlarged 
liver which reached the appendix region. 

The increase in the number of leukocytes may 
be due to the treatment instituted, or a natural 
rise following an acute onset, running into chron- 
icity in a short time, which 
syndromes or diseases. 

The termination points somewhat to the diag- 
nosis of malignant neutropenia or acute myelo- 
blastic leukemia. More blood studies would help 
to differentiate them. 

Infections mononucleosis is eliminated by the 
severity of the symptoms. the blood picture, and 
the prompt fatal termination. 

Vincents’ Angina could be ruled out by bacterio- 
logic study of smears. 

Scurvy, aplastic anemia, sepsis of the bone mar- 
row, and other conditions producing 
should be considered and eliminated. 

Treatment should be palliative and sustaining. 

1.—Blood transfusions, first, last, and always. 

2.—Leukocyte-producing extracts—Pentonucleo- 
tide, nuclein, and foreign proteins. 

3.—Liver extract, vitamin B:, iron, and arsenic 
injections. 

4—X-Ray therapy, if 
producing areas. 

5.—Saline and dextrose solution injections. 

6.—Sulfanilamide and sulfapyridine should be 
considered as a last resort. In spite of their re- 
action on the blood, one must think of their action 
on infectious processes which may be the cause of 
the angina agranulocytosis or malignant 
penia. 


Comments by George B. Lake, M.D., 
Waukegan, IIl. 

Dr. McKinley submitted no solution of this prob- 
lem, as he was seeking advice and suggestions for 
his own future guidance. He has received several 
interesting ones here and we hope that he and our 
other readers will find them stimulating to their 
thought processes, and practically helpful, if they 
should encounter another case of this rather rare 
type. 


occurs in these 


leukopenia 


possible, to the blood- 
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Problem No. 9 (Medical)* 


Presented by T. R. Harrison, M.D., 
Nashville, Tenn. 


G. C., a 47-year-old man, complained of attacks 
of weakness and numbness, which had been oc- 
curing for 10 years. A typical attack consisted 
of a feeling of fullness in the neck, marked weak- 
ness, palpitation, numbness of the extremities, and 
pale and clammy hands, and lasted from a few 
minutes to an hour. He had never lost conscious- 
ness at these times. The attacks were almost in- 
variably precipitated by mental tension in regard 
to his business, and usually occurred about 10 or 
11 a.m. 


During the ten years of his illness, he had con- 
*Adapted from Southern Medical Journal 
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Hydrochloric Acid in the Bowel 
and Bladder 


HOSE who read the article by’ Dr. Burr Fergu- 

son, in the June, 1940, issue of CLINICAL MepI- 
CINE AND SURGERY (page 223), may have asked 
themselves, Why use hydrochloric acid in the sig- 
moid and colon? Some of the advantages of this 
avenue of introduction are: The unconscious pa- 
tient cannot swallow, and if by some means the 
medicine were introduced into the stomach, that 
organ would probably contain a_ considerable 
amount of retained fluid, which would not be passed 
on rapidly. The stomach also is not the excellent 
absorber that the lower colon is. In the excite- 
ment, and often the suddenness, of finding an un- 
conscious person, it is hard to find a syringe and 
needle and the proper hydrochloric acid solution 
for an intravenous injection; and after that it is 
often hard to find a vein, because of the shock and 
the collapsed condition of the body. In such cases 
the bowel is the proper avenue by which to give 
our emergency medicine. 

Those in a mania are hard to keep quiet and it is 
almost impossible to give them medicine parenter- 
ally or by mouth. Those in faints, asphyxias, epi- 
lepsies, and after injuries are equally incapable of 
taking medicine, and often there is only one person 
to handle them, so it is much quicker and easier 
to insert a small rectal tip and give some medicine 
where it will be quickly absorbed directly into the 
blood stream. 

When it is necessary to revive a patient from 
intoxication or anesthesia, the stomach is often 
full and there is an inclination to vomit, so that, 
again, it is simpler to give the medicine by high 
retention enema. My outfit for this purpose, which 
I carry in my handbag, consists of a Number 20 
French catheter ; a small white-enameled funnel in- 
serted into it; and a three-ounce ear syringe, with 
which to inject and to produce gentle pressure, 
which is especially helpful in freeing the tube and 
in causing some solution to run ahead of the ad- 
vancing point for the easier introduction of the 
catheter. 

Those who are near death often have a paralysis 
of the pharyngeal muscles, and any attempt to give 
them something to drink may strangle them, caus- 


ing even greater strain on the heart. The simpler, 
quieter, smoother method is to slip the catheter 
into the lower bowel and inject 1:1000 or 1:500 
HC! solution, and this may be done quickly and 
without fuss. There are times when the extra ox- 
ygen supplied to the blood by this method will re- 
vive the patient in an astonishingly short time. 

Others, who are troubled with gastric ulcer, often 
cannot tolerate the taking of HCI directly into the 
stomach, because it causes severe burning; yet it 
will be quite helpful if introduced in some other 
way, as by the lower bowel. 

In colitis, where there is serious bleeding and in- 
fection, with the accompanying pain and distress, 
it is far quicker and more successful to give the 
high retention enema of hydrochloric acid within 
five minutes after one sees the patient, than to 
maneuver many examinations, try out many things, 
and meanwhile keep the patient under a sedative. 
The relief of pain, the control of bleeding, and 
the antiseptic powers of the acid will be revealed 
within the first few hours, then the stools become 
fewer, less bloody, and less painful, and the pa- 
tient begins to regain his fluids, his sleep, and his 
strength. 

Tenesmus and pain in the penis and bladder are 
frequently stopped immediately by placing the tip 
of the ear syringe into the meatus and injecting 
from one to three ounces of 1:1000 HCl. This 
causes no pain or loss of time to insert a catheter, 
produces no trauma, and is quickly done. 

Drs. Rice and Wayland and Mr. Chester state 
that the HCI solution activates peristalsis, so the 
type of bowel and the strength of solution must be 
gaged accordingly. In inactive bowels its results 
are amazing, but in a patient with acute appendi- 
citis the pain may be decidedly increased, and in 
one with an irritable bowel the cramps are made 
much worse. 

The prompt and remarkable benefits of HCI are 
seen when the bowel is infected, as with gonorrhea 
or amebic dysentery. It is likewise very prompt in 
its relief of soreness and itching about the anus. 

Another useful angle in the high retention enema 
treatment with HCl is that there is almost no 
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contraindication, so that it may be carried in a first- 
aid kit and can be given by almost any trained 
attendant. 

Many of the effects of hydrochloric acid given 
by the bowel, are equal to or better than when it 
is given by mouth or parenterally. The oxygen- 
acquiring quality, brought out by Dr. Paul Roth; 
the relief in anesthesia and anesthetic accidents, de- 
scribed by Dr. McGlivra and Miss Pearl Moor- 
man; the good results in intoxication, reported by 
Dr. Ferguson; the relief in dyspnoea and diabetic 
coma, which I reported previously; and the im- 
provement in many head difficulties, are all achieved 
almost as quickly by way of the lower bowel as 
they are by the intravenous route. 

The phagocytosis, the reduction of edema, the 
rise of hemoglobin, and the stimulation of the 
blood-forming organs are just as well obtained by 
the high retention enema method as by intraven- 
ous injections, and it is more nearly fool-proof. 

G. Hupert Artis, M.D. 

Cedar Rapids, Ia. 
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Heredity and Psychic Disorders* 


Mosr physicians, at one time or another, are asked 
as to the relationship of insanity to heredity. 

Pollock and Malzberg failed to find that manic- 
depressive psychosis and dementia precox followed 
Mendelian laws, and stated that the case for the 
disorders mentioned was quite different from the 
inheritance of such traits as eye color. The authors 
referred to investigations of Koller and Diem as 
follows: “Both found higher percentages of indi- 
viduals with socalled tainting factors in the fam- 
ilies of patients with mental disease than among 
the families of healthy individuals, though the dif- 
ferences were smaller than had been anticipated.” 

The foregoing statements are significant. While 
they suggest that the members of certain families 
are somewhat more prone to develop mental dis- 
orders than is true of the general population (as 
it is true in other families, in respect to tubercu- 
losis and some other diseases), they state, in effect, 
that one does not actually inherit insanity. This 
statement should be reassuring to those who fear 
the possibility of becoming insane because relatives 
have suffered from mental disorders. 

A fear may lead to constructive action, and in 
this case the fear is apt to become less. It may 
remain merely a fear and affect adversely all re- 
actions. If an individual, instead of fearing in- 
sanity, were determined he was not going to be- 
come insane, whatever his heredity might be, he 
might well be one of those fortunate individuals 
who rise above instability and contribute more 
than the average to the work done by the world. 

There seems to be a widespread tendency among 
all living things to adjust to the demands of the 
environment. Even in chaotic times, one feels that 
this ability will make it possible for the human 
race to endure. A question which each individual 
may properly ask himself is: “Will my country, 
my associates, and I, personally, endure?” That 
question had best not be asked, unless it is 
accompanied by a determined reply in the affirma- 
tive. Mental hygiene has worth while suggestions 
for those who care to consider them. 

One may hope for a time when harmful modes 


"A. J. Psychiatry, March, 1940. 
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of thinking will be understood clearly enough so 
that the trend toward healthy mental habits will 
be as nearly universal as toward formal education. 
Such a trend will not merely decrease the inci- 
dence of mental disorders, but will bring increasing 
ability to meet all problems and greater satisfaction 
in the business of living. 

SAMUEL N, Criark, M.D. 

Jacksonville, Il. 
=> 


The Insane Person 


T were are countless delusions in the popular mind 
which have no basis in fact. The madman in the 
role of Napoleon is a familiar character in the 
world of mirth, and he is widely accepted, both in 
jest and in sober thought, as the personification of 
lunacy. This is a strange idea for sane men to 
entertain, for the Napoleonic delusion is never en- 
countered among the mentally ill. In the early 
part of the nineteenth century, there may have 
been a few paretics who identified themselves with 
Napoleon, but Napoleon has been dead for more 
than a hundred years and the delusion is no longer 
encountered. 

There is a general belief that the insane person 
has the strength of ten normal men. The facts are 
quite the contrary. A person who is mentally ill 
is also physically ill, and his strength is usually 
impaired. This generalization might be qualified 
with reference to patients suffering from acute 
mania. 

Another prevalent delusion is the belief that 
morons are vicious. The moron is a grown person 
with a child's mind and he is not necessarily de- 
praved because he is lacking in intellectual endow- 
ment. The moron is often as tractable as a child, 
and he is usually devoid of the base traits which 
popular imagination ascribes to him.—C. S. BLueE- 
MEL, M.D., in “The Troubled Mind” (Williams & 
Wilkins Co.) 
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Organic Brain Disease 


There are a few constant criteria of early or- 
ganic brain disease, of which there are four com- 
mon types: General paresis, cerebral arterioscler- 
osis, senile dementia, and alcoholic brain disease. 
These should be studiously searched for in all 
cases which show beginning mental changes. There 
is a tendency to fine tremor, which is particularly 
noticeable about the lips, in the nasal folds, in the 
tongue, and in the fingers. 

Handwriting: There is a tendency to angulate 
the round letters and to run letters together, or 
there may be occasional omissions of letters or 
even short words. 

There is a trend away from orderly, well-estab- 
lished habits of dress, of eating, of keeping appoint- 
ments, and a blunting of the niceties in delicate 
personal matters. One should be inquisitive about 
these little things, and obtain such information 
from some other member of the family. 

Emotional reactions are increased. Shallow face 
tiousness, increased irritability, and a tendency to 
easy elation or moroseness, are characteristic. 

Under the influence of alcohol, or in the pres- 
ence of a high fever, or after slight trauma to the 
head, all these infirmities are wont to show them- 
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selves in an exaggerated form. Aiter an alcoholic 
bout, a male patient may reveal to his startled 
wife, for the first time, the full-blown picture of 
his deterioration, by his crude behavior and emo- 
tional instability—L. J. Karnosnu, M.D., in Jour. 
Omaha Mid-West Clin. Soc., Feb., 1940. 
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Drug Treatment in Chronic 
Rheumatic Diseases* 


Tue drugs used in the treatment of rheumatic 
diseases are divided into five groups: (1) Sys- 
temic; (2) analgesic; (3) nutritional; (4) vaso- 
dilatory; (5) vitamin therapy. 

Systemic drugs include arsenic, which often gives 
excellent results in the arthritic syndrome. Fowler’s 
solution, beginning with 1-minim doses given three 
times daily, is useful. By hypodermic injection, 
one may give the Fraisse formula: 

KR Ferri cacodylat. 
Sod. Glycerophos. 100.0 mg. 
Strych. cacodylat. 0.5 mg. 


Tron is valuable in the treatment of the second- 
ary microcytic anemia, which often occurs in rheu- 
matoid arthritis. Ferrous sulphate and ferric am- 
monium citrate are used. Dilute hydrochloric acid 
(one dram—4 cc.—in orange juice and water) is 
often required, because of achlorhydria. 

Strychnine improves general muscular tone, and 
may be used in combination with iron and arsenic. 

Bensedrine (amphetamine) sulfate is a good 
tonic in cases of exhaustion, in doses of 20 mg. 
after breakfast and lunch. (This is double the dose 
ordinarily used in this country, and often causes 
insomnia.—E. ). 

Metabolic Drugs: Iodine may act directly upon 
the joints and inflammatory foci, and has a defi- 
nite metabolic effect. I often combine potassium 
iodide, in doses of from 3 to 5 grains (200 to 325 
mg.), with such a sedative as sodium bromide. 

Sulphur, given parenterally, has a beneficial ef- 
fect in a number of cases, as it results in fever pro- 
duction. The temperature rises in 12 hours after 
the intramuscular injection of colloidal sulphur or 
sulphurated oil. 

Calcium administration results in clinical im- 
provement, closely resembling that obtained ‘in 
treating tuberculosis, thus again demonstrating the 
close analogy between the two infective diseases. 
The calcium preparation itself is not so important 
as (1) giving adequate doses; (2) prolonged ad- 
ministration; and (3) the time of giving the drug, 
since adequate absorption occurs only when the 
preparation is given between meals, when intestinal 
alkalinity is least marked. Calcium gluconate is 
well absorbed and tolerated. 

Thyroid: Chronic arthritis is often associated 
with ovarian and thyroid dysfunction. Elsewhere, I 
have described the syndrome of chronic arthritis— 
hypothyroidism (with the characteristic deposition 
of myxedematous pads of fat in particular areas) 
and hypertension. When the patient is placed on a 
low-calorie, restricted-carbohydrate diet and given 
thyroid extract, remarkable reduction of joint swell- 
ing and immensely improved range of joint move- 
ment frequently result. There is a marked clinical 
improvement even when painful fibrositic deposits 
are distributed about the body. The daily dose of 
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thyroid extract varies from 4% to 3 grains (16 to 
200 mg.). 

Estrin Therapy: Where such changes as adipos- 
ity, nervous and vasomotor instability, and hyper- 
tension, are prominent, estrin therapy will often 
relieve the symptoms and, at the same time, im- 
prove the arthritic manifestations. Theelin, Prog- 
ynon, and Estrone are various trade names for 
estrogenic hormone. 

Analgesic Drugs: Salicylates are much less im- 
portant in the treatment of chronic than in that of 
acute rheumatism. Aspirin (acetosal), in from 
10 or 15 grain (0.65 to 1.0 Gm.) doses, three or 
even four times daily, taken after meals, is pain- 
relieving. Aspirin, phenacetin, and caffein are a 
valuable, synergistic combination. The cinchophen 
and iodoxybenzoic acid groups of drugs have an- 
algesic properties. 

Nutritional Drugs: Cod-liver oil, or combina- 
tions of it with malt, other vitamins, and iron, are 
valuable. Insulin may be given to stimulate the 
appetite and improve general body tone. A hypo- 
dermic injection of 10 units is given 20 minutes 
before the principal meal of the day, and is fol- 
lowed, 3 hours later, by a glass of milk or a table- 
spoonful of sugar, to avoid any risk of hypoglyc- 
emia. Patients are advised to carry a few lumps 
of sugar with them, and to take them if they note 
weakness, listlessness, shakiness, palpitation, gid- 
diness, and sweating. The 10-unit dose is con- 
tinued daily for one week, then increased to 10 
units before lunch and 10 before dinner. The 
course lasts for from 2 to 3 months. The patient 
can take the injections himself. 

Vasodilatory Drugs: Histamine acts by dilating 
the capillaries. It is likely to be beneficial where 
hyperemia is indicated, in fibrositis particularly, and 
to some extent in arthritic conditions where the 
tissues are relatively avascular. It can be admin- 
istered by subcutaneous injection, or a small amount 
can be rubbed into a local area. The injection, 
beginning with 0.2 cc. of histamine phosphate (1 
mg. to 1 cc. of physiologic saline solution) is given 
on alternate days, gradually increasing, until 0.5 
cc. is given at one dose. After the injection, flush- 
ing, sweating, relief of pain, and increased range of 
movements follow. The 0.5 cc. dose can be con- 
tinued for 3 or 4 weeks. 

Gold therapy: Selected cases of rheumatoid ar- 
thritis, which have not responded to other treat- 
ment, are given intramuscular injections of gold 
salts. 

PHILtip ErtmMan, M.D., M.R.C.P. 

London, England. 
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Gastro-Intestinal Epilepsy Equivalents 


Wuen a sullen-looking, red-faced patient comes 
in complaining of abdominal cramps, hunger pain, 
headache, and perhaps great irritability, it would 
be well to find out if any near relatives have con- 
vulsive seizures or short attacks of unconscious- 
ness or sullenness. 

Years ago, I called attention to the fact that the 
best explanation of many of the curious syndromes 
which puzzle the gastroenterologist is that they 
are manifestations of the same nervous defect 
which, in other members of the family, produce 
insanity, feeble-mindedness, or epilepsy. The en- 
cephalograph shows that brain waves characteristic 
of epilepsy can be found in at least one out of four 





September, 1940 


of the parents and siblings of epileptics, even when 
these relatives never suffer convulsions or uncon- 
sciousness.—W. C. ALvarez, M.D., in 4m. J. Dig. 
Dis., May, 1940. 


[It might be advisable to ask about these cerebral 
deficiencies in any case of mental malfunction, or 
in undiagnosable syndromes in any medical field.— 
Ep. ] 
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Surgical Safeguards 


S urcicat shock after operative procedures for 
chronic conditions should be more aptly spoken of 
as surgeon’s shock It is due to lack of proper 
preoperative and operative precautions, and to too- 
rough and too-extensive surgery, more often than 
to the lesion itself. 

I have made it a rule, insofar as it is possible, 
to carry out, prior to operation, every measure 
that might be necessary following the operation. 
For example, if a patient may need a transfusion 
during the operation or immediately afterward, I 
give the patient the benefit of the doubt and trans- 
fuse before the operation, as well as afterward. 

No surgeon should take on such a volume of 
work that he cannot give to his patients the per- 
sonal attention that the gravity of the cases re- 
quires. As the demand for his services increases, 
he must see to it that his assistants have been care- 
fully selected and that their experience, training, 
surgical judgment, and technical skill are such that 
he would not hesitate to put himself or a member 
of his family under their care. 

I have had personal experience with Beck’s op- 
eration for supplying blood to the heart muscle for 
the relief of coronary thrombosis. Ten years from 
now this operation will be recognized everywhere 
as life-saving. 

In all routine explorations of the abdomen, the 
wise surgeon will sweep his hand over the dia- 
phragm, particularly the esophageal hiatus, search- 
ing for a diaphragmatic hernia. —A. L. LocKwoop, 
M.D., in South. Surg., Dec., 1939. 

| 


Gonad Extracts in Cancer* 


S ince the publication of an article entitled “Het- 
erosexual Administration of Gonadal Extracts in 
Carcinoma,” in 1938 (See Cin. Mep. & SurRG., 
May, 1938, p. 202), refined extracts of both testicle 
and ovary are being made by Endo Products (New 
York) and distributed under proper conditions for 
investigational purposes, under the name “Anomin.”’ 

In approximately 90 percent of the cases treated, 
provided the patient has not received previous radi- 
tion therapy, pain is relieved and regression of the 
cancer occurs. I know of many cases in which the 
continued administration of the heterosexual ex- 
tract has been kept up for two years. In these sur- 
Viving patients, sometimes there is no growth, at 
other times slow growth of the tumor. The general 
health of these patients is fair, or at least good 
enough to indicate that the treatment per se does 
little. if any, harm. 

While I am as convinced as ever that this gon- 
adal form of therapy (using only the watery ex- 
tracts) is not a cure for the disease, and has never 
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Sulfapyridine Dangers 
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been so regarded by me, it does, nevertheless, con- 
stitute an extremely interesting phenomenon, and 
one which certainly deserves the most complete 
investigation possible. 

The relief of pain and the frequent partial res- 
toration of function, especially in relieving block- 
age of a lumen (as in cancer of the esophagus, 
bowel, or pylorus), and especially its use in mori- 
bund cases (for example, in painful metastatic in- 
volvement of the bony spine), often permits the 
discontinuance of morphine. 

It seems to me that this form of treatment ought 
to be investigated by the profession at large, be- 
cause of the fact that it affords a simple method 
of pain relief and often partial restoration of func- 
tion. Further investigation ought to be carried out 
in the direction of obtaining a much more refined 
extract, which, if obtained, might be tried intra- 
venously. 

The effects of gonadal extracts, given hetero- 
sexually, were often so striking, when used in very 
early cases, that one is prompted to feel that it 
might have a prophylactic use. But it ought to be 
borne in mind that, after the use of radium or x- 
ray therapy, the results are very poor, by com- 
parison with those obtained where such therapy 
has not been used. 

Many physicians have written me that they find 
this method filling a definite place in the treatment 
of cancer, especially, of course, in inoperable cases. 
It should also be emphasized that the treatment fas 
to be kept up, because, once the injections are dis- 
continued, growth sooner or later resumes its 
course. As yet there is no light upon the question 
as to how or why the treatment does what it ob- 
viously does. 

BEAuMontr S. Cornett, M.D., F.A.C.P. 

Fort Wayne, Ind. 

eS 


Sulfapyridine Dangers 


Tue disadvantages in using sulfapyridine are: (1) 
its irregular absorption and excretion; (2) lack of 
data on the time necessary for its action and the 
most efficient doses; (3) lack of knowledge con- 
cerning its value or toxicity in any particular pa- 
tient; (4) the fact that the effect of the drug is 
quickly lost, so that, if sterilization of the blood 
stream or lung is not complete, the patient is soon 
left unprotected; and (5) it is a poisonous drug, 
acting upon the tissues of the host as well as upon 
the invading pneumococcus, and the margin of 
safety is not accurately known. 

It has the further disadvantages of sulfanila- 
mide: (1) Its administration may result in fever 
or sickness; (2) the drug does not act on an 
abscess cavity or focus, which must be attacked 
surgically; and (3) it may cause temporary or 
permanent damage (oliguria, severe nausea and 
vomiting, icterus and hemolytic anemia, neutro- 
penia and agranulocytosis, hematuria and hemor- 
rhagic eruptions on the skin, or renal stones).— 
Jesse G. M. Buttowa, M.D., in J. Mich. S. Med. 
S., Jan., 1940. 


[Many other highly toxic drugs, such as strych- 
nine, morphine, atropine, etc., have long been used, 
by physicians, in treating disease, and their cura- 
tive values have outweighed their dangers, because 
these latter have been known and considered and 
laymen have not been permitted to buy them except 
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upon a physician’s prescription. Obviously, these 
new and potent sulfur-containing drugs should not 
be made available to laymen for self-medication, 
but that is no argument against their intelligent 
use by informed physicians. Comments like these 
by Dr. Bullowa are a part of the information a 
physician needs to enable him to use these drugs 
with discretion.—Eb. ] 


eS 


Appendicitis and the Long 
Intestinal Tube 


T ne Miller-Abbott tube may be used preopera- 
tively or immediately following appendectomy for 
perforated appendicitis. The long intestinal tube 
permits gas and fluid to be removed from the en- 
tire bowel, thus preventing distension and the 
spread of peritonitis. It is of great value in treat- 
ing distension after any operation and is used by 
us routinely on all patients with bowel obstruction, 
whether operation is done or not. If herniation or 
strangulation is not present, such tubes may be 
used as a conservative form of treatment.—I. S. 
Ravptn, M.D., and W. O. Assotr, M.D., in “In- 
ternational Clinics” (J. B. Lippincott Co., Pub- 
lishers). 


{Wangensteen, at the University of Minnesota, 
is employing an inlying duodenal tube on all pa- 
tients who have undergone any abdominal surgery, 
except uncomplicated appendectomies. The comfort 
and freedom from pain in these patients is remark- 
able.—R. L. G.] 
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A Pulpless Tooth is Not Dead 


C arerut review of the literature on pulpless 
teeth indicates that they are not frequent foci of 
infection. The life of a tooth depends upon its at- 
tachment apparatus (periodontal membrane and 
adnexa), not upon the pulp. In fact, the function 
of the pulp is embryologically finished when the 
tooth is completely calcified. If a pulpless tooth 
were dead, it would be exfoliated, as the body does 
not tolerate dead tissue. That a pulpless tooth 
is not dead may be recognized by the pain experi- 
enced upon its removal without an anesthetic. 

Unless carefully done, the culture of bacteria 
from a tooth does not prove that the tooth was in- 
fected, as bacteria can be grown when cultures are 
taken from vital teeth—L. I. Gorssman, D.D.S., 
in Arn. Int. Med., May, 1940. 
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Strophanthin in Heart Disease 


Dicrrauis, given orally, is the most reliable drug 
for the routine treatment of cardiac decompensa- 
tion, but advantage must be taken of the quicker 
action and faster elimination of strophanthin in 
acute cardiac emergencies (paroxysmal dyspnea, 
cardiac asthma, acute pulmonary edema of cardiac 
origin, or abrupt congestive failure). 

The pharmacologic properties of strophanthin 
are identical with those of digitalis, so that it can- 
not be given safely until five davs after digitalis 
therapy is stopped, or rapid additive effects may 
appear, with toxic manifestations. Digitalis may, 
however, be given at once, in maintenance doses, 
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after the last injection of strophanthin has been 
given. 

The initial dose should be from 0.2 to 0.3 mg., 
in from 10 to 20 cc. of 10-percent dextrose solu- 
tion (so that the heart can absorb a greater part 
of the total injected dose), given intravenously. 
Subsequent injections of 0.3 mg. daily usually suf- 
fice to maintain the effects of the drug as long as 
may be desirable. 

Results: Some patients state that breathing be- 
comes easier within an hour after the injection. 
Increased sweating is noted. Injections have been 
given for as long as 24 consecutive days, without 
clinical or electrocardiographic evidence of toxi- 
city. Strophanthin K was used in these studies. 
—W. A. Bras, M.D., e¢ al, in Ann. [nt. Med., 
Oct., 1939. 

= 


Complications of Appendicitis* 


Genevavizep PERITONITIS complicating acute ap- 
pendicitis is usually not difficult to diagnose. The 
patient looks ill; the temperature is usually 103° F. 
or higher; the pulse rate is rapid; and leukocytosis 
may be high. Objectively, distention is present. 
On auscultation peristalsis is invariably absent. 
The latter point is of importance because, re- 
gardless of what has been stated concerning it, 
peristalsis is frequently audible in the presence of 
acute appendicitis when the inflammation is con- 
fined to the appendix itself. Generalized tender- 
ness may be present, but its absence is no indica- 
tion that peritonitis is not present, because, in cer- 
tain cases, the onset of general peritonitis is at- 
tended with subsidence of pain and tenderness. 
Rigidity is present early in the course of the dis- 
ease, but may disappear later. 

Localized inflammatory mass or abscess: Intra- 
peritoneal inflammatory masses are in reality ob- 
jective findings detectable by palpation. The pres- 
ence of a mass does not necessarily indicate an 
abscess, for inflamed, adherent loops of bowel and 
omentum, without the presence of pus, may give 
the impression of a mass. An inflammatory mass 
may progress to an actual abscess or may resolve 
without suppuration. The differentiation of the 
two is made by operation or aspiratiow, if the mass 
is adherent to the abdominal wall. 

Right iliac fossa mass: Such a mass is readily 
palpable and the diagnosis is obvious. Culdesac 
abs is characteristically a postoperative compli- 
cation. The patients run a persistent fever (100° 
to 102° F.) and show distention. Tenderness may 
be found low in the suprapubic region of the ab- 
domen. A mass may be felt just above the pelvic 
brim. Involuntary evacuation of feces or mucus is 
suggestive of culdesac infection. Rectal examina- 
tion, in the male or female, discloses a markedly 
relaxed sphincter, which feels like a large, dilated 
ring. On digital examination, above and anteriorly, 
a mass is found in the culdesac, which is generally 
low enough easily to permit palpation. It is tender 
and may or may not be fluctuant. 

Treatment: Conservative management is_ indi- 
cated until a fluctuating area is discovered or until 
an abscess points anteriorly and the evidences of 
infection show no sign of abating. When fluctua- 
tion is present in the rectum, the mass should first 
be aspirated through the anterior rectal wall, to 
determine the presence of pus. If pus is obtained, 


*South. Surg., Dee., 1939. 
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an incision should be made superficially and a hemo- 
stat inserted. 

Surgery: Abscesses should not be allowed to 
persist indefinitely, as appendicitis may recur or 
firm, fibrous adhesions may form, which make sur- 
gical intervention more dangerous. Usually, with- 
in four weeks after the onset of the appendicitis, 
surgery may be undertaken. 

Patients with inflammatory masses should never 
be dismissed from the hospital, as too many come 
back with further attacks of appendicitis. Instead, 
appendectomy should be carried out at the end of 
four weeks. 

H. Manorner, M.D. 

New Orleans, La. 

= 


Calcium Therapy 


F ox rapid elevation of the blood-serum calcium 
level, the calcium salts must be taken into the 
empty stomach, in large amounts; for increased 
net absorption, it should be given in the form of 
milk (acidification with lactic acid results in a more 
prompt elevation of blood calcium). 

Most effective salts: Calcium gluconate is best 
tolerated, but must be given in the largest doses. 
It is to be used when it is desired to increase the 
calcium intake without increasing that of phos- 
phorus. Dicalcium phosphate is well tolerated, in- 
creases both calcium and phosphorus, and should 
be used when both elements are needed in the 
dietary. Intravenous or intramuscular injections 
of gluconoglactogluconate are immediately effec- 
tive. Orally administered calcium chloride, 7 Gm.; 
calcium acetate, 8 Gm.; calcium lactate, 11 Gm., or 
calcium gluconate, 22 Gm., will result in increased 
blood-serum calcium within from 30 to 120 min- 
utes. Any one of these doses provides 2 Gm. of 
calcium as the element.—L. Guntuer, M.D., in 
West. J. Surg., Ob. and Gyn., May, 1940. 
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The “Safe Period” 


Tue Ogino-Knaus theory assumes that the time 
of ovulation can be determined absolutely in all 
cases. While ovulation, in most cases, occurs dur- 
ing the middle of the intermenstrual period, a vari- 
ety of physical or emotional factors may advance 
or postpone menstruation and thus throw calcula- 
tions out of balance. This uncertainty is of partic- 
ular moment in cases in which pregnancy is con- 
traindicated for definite medical reasons. 

Undoubtedly there are women in whom a “safe 
period” exists, but in actual practice the proced- 
ure demands a degree of restraint and cooperation 
which cannot be relied on to do what is so glibly 
claimed for it. How can such a method of self 
control be imposed on that large group of people 
who most need a foolproof method of either child 
spacing or contraception? 

Mathematical calculations, based on menstrual 
dates, are scarcely reliable or opportune in mo- 
ments of sexual excitement. It places too much of 
a strain on human nature.—G. W. Kosmak, M.D., 
in J. 4. M. A., Oct. 21, 1939. 


SS 


Protein Diet for Elderly People 


W uen special emphasis is placed upon protein 
foods, it is not assumed that other necessary food 


Pseudo-Angina Pectoris 327 


elements are to be despised. Carbohydrate will 
protect the severely damaged liver, but protein 
protects the normal liver. 

Protein is needed for rebuilding of body tissue. 
A low-protein diet leads to anemta. Where such a 
diet has been advocated in the past, evidence now 
shows that it was valueless or even harmful. High- 
protein diets are recommended in acute nephritis 
(to offset urinary protein loss); hypertension is 
not diminished by leaving out meat; arthritics, 
whatever the cause, need upbuilding; pregnant 
women need a full diet, even if showing signs of 
toxemia; much abuse exists in the treatment of 
peptic ulcer and “colitis” by pap diets; and pro- 
tein deficiencies in secondary (idiopathic hypo- 
chromic) anemia are common, usually secondary 
to the anorexia of achlorhydria (in fact, meat stim- 
ulates hydrochloric acid secretion). 

If we examine the old patient, we commonly find 
evidences of malnutrition, even though he may be 
overweight. When appetite recedes from any 
cause, meat is often the first food omitted.—F. L. 
Touny, M.D., in Minn. Med., May, 1940. 
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Pseudo-Angina Pectoris 


I xrerstiriat emphysema of the lung may occur 
without the least effort, when the patient is quietly 
standing, sitting, or lying down. The patient com- 
plains of pain, which is often severe when the air 
reaches the mediastinum. Usually the pain is lo- 
cated beneath the sternum; sometimes it radiates to 
the back or to the neck and shoulders or arms. 
\ccompanying the pain there is often a sensation 
of pressure or expansion beneath the sternum. 
There are no constitutional symptoms or evidence 
of shock. There is little or no alteration in the 
temperature, pulse and respiratory rates, blood 
pressure, or leukocyte count. 

In many instances a peculiar and distinctive 
sound is heard over the heart, synchronous with 
the contractions. The area of cardiac dullness is 
diminished or obliterated and the dullness is re- 
placed by a hyperresonant percussion note. 

The roentgenogram is a valuable aid, as air may 
be visible in the mediastinum. When air appears 
in the subcutaneous, tissues of the neck, the diag- 
nosis is at once assured. 

Spontaneous pneumothorax occurs in a number 
of such cases —L. Hamman, M.D., in Ann. Jnt. 
Med., Dec., 1939. 


The Seminar 
(Continued from page 321) 


sulted numerous physicians, one of whom had told 
him that he had coronary sclerosis, while others 
stated that the condition was of nervous origin 
and was due to “worry.” He had become intro- 
spective, apprehensive, and quite anxious about his 
heart. 

Physical examination was negative, except for 
slight bradycardia (the pulse rate was 52). The 
blood pressure was 110/70. Electrocardiograms, 
roentgenograms, blood counts, and urinalyses 
showed no abnormal findings. 

Requirements: State your tentative diagnosis, 
giving reasons, and outline your treatment. What, 
if any, further examinations would you require to 


make a definite diagnosis? 
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Signs of Heart Failure 


@ Hydrothorax represents one of the earliest signs 
of decompensation, often preceding all other signs 
by months. It is usually more prominent on the 
right side. 

In a cardiac patient, if free fluid is discovered 
solely in the left half of the thorax, there is a 
special reason for it. It may be an exudate de- 
veloping from a pleuritis accompanying pulmonary 
infarction; it also appears in pericarditis and after 
coronary thrombosis. In fact, if a left pleuritis 
develops in a middle-aged man, coronary throm- 
bosis should be always thought of as a cause. 


In recumbent patients, edema over the sacrum 
should always be sought, as the “gravity’’ edema 
of cardiac patients always collects in the most 
dependent portion of the body. 

No parallelism exists between.the degree of de- 
compensation and the degree of edema. Many pa- 
tients show an abnormally low concentration of 
serum proteins, which contributes to the tendency 
to edema, and may be relieved by feeding protein 
foods. 

Fluctuations in weight may indicate retention of 
fluid or loss of invisible edema. Repeated weighing 
thus provides information in this direction —Davip 
ScuerF, M.D., and Linn J. Boyp, M.D., in “Car- 
diovascular Diseases” (The C. V. Mosby Com- 
pany). 


Tarry Stool and Amount of Blood 


@ Controlled experiments have shown that a per- 
son on an ordinary diet will not pass a tarry stool 
unless from 50 to 80 cc. of blood is present in the 
digestive tract. Those on a Sippy diet generally 
require somewhat more blood to produce a tarry 
stool. These facts should help in estimating the 
amount of a hemorrhage—Drs. W. A. DANIEL 
and S. Ecan, in J.A.M.A., Dec. 16, 1939. 


Enuresis 


@ Before beginning the habit training of a child 
with persistent enuresis, investigate the urine and 
urinary tract. Pass a catheter (both to rule out a 
stricture of the urethra or congenital valve, and to 
obtain an uncontaminated specimen of urine) and, 
if necessary, refer him for a cystoscopic examina- 
tion. Many chronic infections of the kidneys be- 
gin in childhood. — May Hopkins, M.D., South. 
M. J., Apr., 1940. 


Eosinophilia in Hay Fever 

@ The presence of a large excess of eosinophile 
cells in the nasal secretions will often establish a 
diagnosis of hay fever in cases of rhinitis sup- 
posed to be due to a “cold” or to sinus disease.— 
Frencu K. Hanser, M.D.. of St. Louis (see Sci- 
ence News Letter, June 1, 1940, p. 344). 
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Colonic Cancer 

@ Attacks of unexplained weakness and inability 
to work may be the first symptoms of left colonic 
cancer. Obstructive symptoms, with or without 
rectal bleeding, are usually the first symptoms of 
right colonic carcinoma.—F. W. RANKIN, M.D., 
and A. S. GraHam, M.D., in “Cancer of the 
Colon” (Charles C Thomas, Publisher). 


Cholecystitis in Adolescence 


@ Gallbladder disturbances should be thought of 
more Often in ‘teen age patients. J do not believe 
that this disease appears for the first time, either 
clinically or pathologically, in the thirties or forties, 
but rather that an incorrect diagnosis is made dur- 
ing the earlier years—DEAN MacDOoNALp, M.D., 
in Surg. Gynec. & Obstet., July, 1939. 


Cerebral Hemorrhage 


@ If a patient in coma is perspiring profusely and 
is restless, the diagnosis of cerebral hemorrhage is 
warranted. The presence of Cheyne-Stokes breath- 
ing does not carry the tremendously serious prog- 
nosis that it does in other conditions—O. C. PrEr- 
Kins, M.D., in N.Y.S.J.M., Oct. 15, 1939. 


Palpitation in Hyperthyroidism 

@ Palpitation and dyspnea on exertion may be the 
first symptoms of hyperthyroidism. Auricular 
fibrillation (entirely irregular heart rate and 
rhythm) is found in 50 percent of older persons 
with hyperthyroidism.—I. Bram, M.D., in Med. 
Times, May, 1940. 


Tubercle Bacilli in Gastric Contents 


@ Examination of the gastric contents for tubercle 
bacilli, in patients who have no sputum or in whose 
scanty expectoration no bacilli can be found by 
other methods, is of definite value both in the 
diagnosis and treatment of pulmonary tuberculosis. 
Direct smears, cultures, and animal inoculations 
may be required. In no single case were tubercle 
bacilli found in the gastric contents when all other 
clinical evidence pointed against the diagnosis of 
active pulmonary tuberculosis. 

The patient is given no food or drink after 10 
P.M. the previous day. A small stomach tube is 
passed and 8 ounces of warmed, boiled (sterile) 
water or saline solution are injected by means of 
a 20 cc. syringe attached to the tube, and mixed 
with the stomach contents by injecting air. The 
syringe should be sterile and the opening of the 
tube should not be contaminated by the fingers. 
The stomach contents should be aspirated into a 
sterile bottle, with -particular care to obtain the 
more viscid residue. The bottle is forwarded to 
the bacteriologist—G. G. Kayne, M.D., in Brit. 
M. J., June 10, 1939. 
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The Treatment of Vertigo 


@ The treatment of vertigo should include: (1) 
Abolition of all sodium from the diet; (2) the 
prescription of ammonium chloride, which pre- 
vents the accumulation of sodium chloride in the 
body by reason of its acid-producing effects; and 
(3) a moderate reduction of liquids. A high-protein 
diet is also important. Ammonium chloride is given 
at the rate of 3 Gm. (six 7%4-grain capsules) with 
each meal for 3 days, and omitted for two days. 
No injurious effects follow the administration of 
the drug in this manner for long periods. This 
treatment is based upon Furstenberg’s idea, that 
vertigo is due to a water-logged condition of the 
labyrinth—W. T. Wenner, M.D., in Minn. Med., 
Apr., 1940. 


Sprained Thumb 


@ The sprained thumb should be treated by the 
application of a firm plaster cast including the 
thumb, hand, wrist, and lower forearm, but leav- 
ing the other fingers free, with the thumb in full 
abduction and extension. The cast should be kept 
on until the thumb is strong and painless. Neglected 
cases may be treated by suture of the ligaments 
on the dorsal side of the capsule—B. L. ScHoot- 
FIELD, M.D., in South. M. J., Apr., 1940. 


Barbiturates and Sulfanilamide 


@ The simultaneous administration of sulfanila- 
mide and barbiturates (Amytal, Nembutal, pheno- 
barbital), is contraindicated. Experimental study 
shows that death occasionally follows such a com- 
bination —N.Y.S.J.M., May 1, 1940. 


[King, of the Mayo Clinic, does not agree with 
this dictum, but states that these drugs may safely 
be given together (see CLtin. MEpD, AND SurG., July, 
1940, p. 264). If any of our readers have had 
enough experience in this line to form a sound 
opinion, we shall be glad to hear from them.—Eb. ] 


Histamine Serum Sickness 


@ Histamine, given either orally or by injection, 
brought marked relief to 90 percent of patients 
with serum sickness—LkEE FosHay, M.D., in Am. 
J. Dig. Dis., Apr., 1940. 


Hay Fever Conjunctivitis 
@ To relieve the distress of vernal conjunctivitis 
employ : 
R 
Plumb. Acet. 
Morph. Sulph. 0.06 (gr. i) 
Aq. Dest. qs. ad 30.0 (3 i) 
Sig.: Drop three drops into the conjunctival sac 
three times daily— E. E. N. & T. M., May, 1940. 
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Removing Procaine from 
Spinal Fluid 


@ If it becomes necessary to terminate a spinal 
anesthesia quickly, this can be done by reinserting 
the spinal needle at the site of injection, and also 
another, three interspaces higher; allowing the 
spinal fluid to run off freely; and washing out the 
subarachnoid space with three 10 cc. injections of 
physiologic saline solution. As motor power re- 
turns to the legs, anesthesia ceases at the site of 
operation.—Drs. H. Koster, A. SHaprro, R. War- 
SHAW, and M. Marcorick, in Arch. Surg., Oct. 
1939. 


Sulfanilamide and Fever 


@ Therapeutic blood concentrations of sulfanila- 
mide produce no effect on bacteria, in vitro, at tem- 
peratures below 37° C. (98.6° F.) At 39° C. 
(102.2° F.) only 1/100 as much of the drug was 
required to sterilize a culture as was needed at 37° 
C. Thus it would seem that patients with fever 
require smaller doses as the temperature rises.—H. 
J. Waite, M.D., in J. Bacteriol., Nov., 1939. 


Pitressin in Gallbladder 
Obstruction 


e@ The use of pitressin, at four-hour intervals, re- 
sulted in the passage of a small gallstone and much 
“gravel.” Later, cholecystectomy confirmed the 
absence of stone—N. H. Cuestnut, M.D., in Jil. 
M. J., June, 1939. 


Vitamin B in Herpes Zoster 


@ If vitamin B; (thiamin chloride) is given in 1 
mg. doses three times daily, and the doses increased 
until relief is obtained or until 10 mg. are given 
daily, the pain of herpes zoster is relieved. — A. 
Gorpon, M.D., in Med. Rec., Apr. 17, 1940. 


Albuminuria Following Excess 
of Fluids 


@ When fluids are given intravenously, over a 
period of time, the proteins of the blood become 
depleted and edema develops; albumin begins to 
appear in the urine; and nephritis may be sus- 
pected. The albuminuria is due to the dilution of the 
plasma proteins and their filtration through the kid- 
nevs. At no time should a patient be given more than 
1,500 cc. of physiologic saline solution intravenously 
within 24 hours. If more fluids are necessary, 5- 
percent dextrose solution should be used.—G. C. 
Cooke, M.D., in South. Med. & Surg., Apr., 1940. 
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THE DOCTOR'S STUDY 


Ply ik, 


Any book reviewed in these coi- 
umns will be procured for our 
readers if the. order, addressed 
to CLINICAL MEDICINE AND 
SURGERY, Waukegan, Ill., is ac- 
companied by a check for the 
published price of the book. 


I would define a book as a work of magic whence escape all kinds of 


images to stimulate the souls and change the hearts of men. 
—ANATOLE FRANCE. 


Gastro-Enterology 


Alvarez 


AN INTRODUCTION TO GASTRO-ENTEROLOGY, 
Being the Third Edition of “THE MECHANICS OF 
THE DIGESTIVE TRACT.” By Watter C. ALvarez, 
M.D., Professor of Medicine, University of Minnesota, 
The Mayo Foundation, and a Senior Consultant in the 

Division of Medicine, the Mayo Clinic (with 186 
Illustrations). New York, London: Paul B. Hoeber, 
Inc. 1940. Price, $10.00. 

[X order to know what is going on in a sick man, 
one must know what goes on in a well one. 

Physiology is a necessary basis for understanding 

pathology and clinical medicine. 

Here is a book that will give any physician all 
he needs to know about the physiology of the 
digestive tract in order to deal with its disorders 
intelligently, written by an eminent physiologist 
who is also one of the most successful clinicians 
in the country, and who, in addition, is one of the 
pitifully few medical writers, living or dead, who 
has developed a literary style that makes the study 
of their books a pleasure, rather than mere drudgery. 

This third edition (with a new name) has been 
practically entirely rewritten, to bring it up to 
date, and is about twice the size of the second 
edition, which was published in 1928. Its 34 chap- 
ters contain all the knowledge which is presently 
available regarding the why of all the symptoms 
and signs encountered in studying disorders of the 
digestive apparatus. 

The volume is a beautiful piece of bookmaking 
in every way, and is indispensable to research work- 
ers in this field, and so valuable to every active 
clinician, in general practice or the specialties, that 
it would be short-sighted “economy” to deny one’s 
self the help which a study of it will give. 
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Savill’s System of Medicine 


SAVILL’S SYSTEM OF CLINICAL MEDICINE. 
Edited by AGnes Savitt, M.D. and E. C. Warner, 
M.D., F.R.C.P., Eleventh Edition. 1,141 Pages; 190 
Illustrations, 6 Colored Plates. Baltimore: The Williams 
and Wilkins Company. 1940. Price, $9.00 
HE motive that inspired the first 
Savill’s unique text in 1910 is still present in 

this, the eleventh edition. Symptoms are traced 

back to the causative disease or pathologic process, 
by the same method that the conscientious phy- 
sician uses when making a diagnosis. 

It is the sort of book that should be given every 
medical student before he begins his dispensary 
or hospital work, and may be used profitably by 


edition of 


every diagnostician and general practitioner. Al- 
though tremendously complete and thoroughly re- 
vised, it is still the quickest available assistance 
in making a diagnosis and in preventing a disease 
from being forgotten. : 

The chief symptom complained of by the patient 
is analyzed into its possible causes and the means 
of establishing their presence or absence. Rare 
diseases are presented in small type, thus keeping 
the major portion of the book more easily readable 
and preventing the common illnesses from being 
overlooked in favor of the exotic or unusual. 

Nineteen contributors have revised and enlarged 
their respective sections, but have not disturbed 
the continuity of thought. 
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Diagnostic Examinations 


Youmans 
ESSENTIALS OF THE DIAGNOSTIC EXAMINA- 
TION. By Joun B. Youmans, B.A., M.S., M.D., Asso- 
ciate Professor of Medicine and Director of Postgrad- 
uate Instruction, Vanderbilt University Medical School. 
New York: The Commonwealth Fund. 1940. Price, 
$3.00. 


HIS handbook is recommended to all medical 

students and interns for its complete yet prac- 
tical discussions of the history taking, physical 
examination, and laboratory tests. The physician 
in active practice will also do well to review this 
material, and note if his own histories are becom- 
ing too brief or inaccurate. He will be interested 
in the descriptions of the various laboratory tests 
which he can perform in his own office. 

The Commonwealth Fund has been of service to 
the medical profession through its publication of 
worthwhile medical books at a low cost. 
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Preclinical Medicine 


Thewlis 

PRECLINICAL MEDICINE: Preclinical States and Pre- 
vention of Disease. By Martrorp W. Tuewtis, M.D., 
Attending Specialist, General Medicine, United States 
Public Health Hospitals, New York City; Special Con- 
sultant, Rhode Island Department of Public Health; 
Author of “Geriatrics.” Baltimore: The Williams and 

Wilkins Company. 1939. Price, $4.00. 
VERY thoughtful practitioner has been appalled 
by the tremendous losses in money, time, and 
life sustained by his patients through illness which 
was preventable or easily curable, if seen in an 
early stage. The practice of medicine of the future 
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will involve the difficult art of diagnosing the 
disease-to-come and the educational task of pre- 
venting disease from appearing in patients predis- 
posed toward it. 

Certain persons are, by heredity, especially sus- 
ceptible to certain mental or physical diseases. 
By proper precautions, the physician can prevent 
the development of these tendencies into actual 
disease. By assembling this type of material and 
making it readily available, the physician who 
wishes to be more than a “first-aid man” or mech- 
anic can learn of the various ways in which he 
can help to prevent serious or incurable disease. 

This book is recommended to all general prac- 
titioners and internists who have not become fixed 


in a rut. 
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Diagnostic Signs and Syndromes 


Robertson and Robertson 


DIAGNOSTIC SIGNS, REFLEXES AND SYNDROMES 
(Standardized). By Wma. Ecsert Rosertson, M.D., 
F.A.C.P.. Visiting Physician, Medical Divison, Phila- 
delphia General Hospital, etc.; and Haroitp F. Rosert- 
son, M.D.. F.A.C.P., Instructor in Medicine, University 
of Pennsylvania, etc. Philadelphia: F. A. Davis Com- 
pany. 1939. Price, $3.50. 

UNDREDS of diagnostic signs have been dis- 

covered by physicians, and yet have remained 
unknown to the great majority of physicians be- 
cause they could not be absorbed (or taught) dur- 
ing the crowded student years. Now and again. 
one is described at a postgraduate meeting, and 
the eager medical man feels rewarded for the ex- 

pense and effort involved in attending. Yet for a 

minor sum, any physician may have at his hand, 

indexed and easily available descriptions of every 
diagnostic sign now generally recognized. 

The Robertsons have done a notable work in 
arranging this small volume so that one can find 
every sign used in diagnosing a condition, such as 
appendicitis, by simply turning to that title; or, if 
one knows the name of the discoverer of a syn- 
drome, the sign will also be found listed under the 
name of the originator. 

It is to be hoped that all medical teachers will 
purchase this book before their students make life 
miserable for them by asking about the signs not 
commonly known. 
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Medical Therapy in General Practice 


Barr 


THERAPY IN 
Edited by Davip Preswick Barr, A.B., 
M.D., LL.D., Busch Professor of Medicine, Washing- 
ton University; Physician-in-Chief, Barnes Hospital, St. 
Louis. In Three Volumes. Baltimore: The Williams & 


MODERN MEDICAL 


GENERAL 
PRACTICE. 


Wilkins Company. 1940. Price, 


THIS monumental work, 
umes (each 3% inches thick) of more than 
1,000 pages each (a total of 3781 pages), is 
intended to present all the methods of treatment, 
excepting surgery, which come within the scope 
of the general practitioner, as these methods are 
employed, in 1940, by the 106 experts in various 
lines who have contributed to its preparation. A 
knowledge of the basic sciences and of etiology, 
pathology, etc., is assumed for the reader, and 
attention is concentrated upon applied therapy. 
Methods requiring highly specialized training for 
their application (as in urology, gynecology, radi- 
ology, etc.) are merely mentioned, for orientation. 
Drugs which are fully described in the “Pharma- 
copeia” or the ‘National Formulary” are briefly 
sketched and references given. 

Volumes I and II carry their own indexes, and 
there is a general index of 99 pages at the end 
of volume III. Each chapter is followed by a 
working bibliography. The paper, typography, 
and bindings are satisfactory. Illustrations are 
rather conspicuous by their paucity, solid pages of 
text, relieved here and there by a chart, diagram, 
or list, being the rule. 

This work, like many other similar compilations, 
possesses the defects of its qualities. As each con- 
tributor is a specialist in certain lines, few or none 
of them possess the viewpoint of the general prac- 
titioner sufficiently to realize the sort of informa- 


$35.00 per set. 
in three immense vol- 
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tion he needs in his daily work, and most of them 
give a wealth of detailed discussion in their own 
fields, which is confusing to the busy man who 
wants to get certain specific information in the 
least practicable time. Moreover, the volumes are 
so large and heavy that the reader must sit down 
at his desk to consult them. 

As most of the contributors are teachers in 
medical schools, they seem to feel that they dare 
not (if they wished) go on record as to any 
“controversial” matters nor recommend any drugs 
or preparations which have not received the un- 
qualified blessing of the “authorities.” This ex- 
treme conservation eliminates many highly useful 
and clinically proved remedies from consideration, 
especially in the chapters dealing with endocrine 
disorders. In the section on cretinism, for instance, 
me is astonished to find no reference to the prophy- 
lactive treatment of pregnant women with thyroid 
preparations. . 

These volumes will, no doubt, be valuable as a 
reference text in libraries and in the offices of 
specializing internists, but hardly seem adapted to 
the needs of the average general practitioner, to 
whom they are supposed to be especially directed. 


= 


Obstetrics 


Litzenberg 
SYNOPSIS OF OBSTETRICS. By Jennines C. Litzen- 
BERG, M.D., F.A.C.S., Professor Emeritus of Obstetrics 
and Gynecology, University of Minnesota Medical 
School, Minneapolis. 157 Iilustrations. St. Louis: The 
C. V. Mosby Company. 1940. Price, $4.50. 
NSTEAD of the usual synopsis or condensation 
of the material contained in large texts, Lit- 
zenberg’s manual is a guide to the practice of ob- 
stetrics. His advice on the diagnosis of missed 
abortion and management of labor under various 
conditions, is worth the price of the book. The il- 
lustrations, some in color, show the technic of vari- 
ous methods of delivery and pathologic conditions 
in the obstetric field, including forceps delivery, 
version, extraction, and surgical procedures. 
His calming advice on the treatment of posterior 
presentations will be helpful to the physician who 
tends to worry about unusual presentations. In- 
cidental to face deliveries, he mentions that, in 
80,000 deliveries, Bumm found that all rotated 
properly. 
The book is very complete and modernized (the 
use of the peritoneoscope is mentioned in the diag- 
nosis of ectopic pregnancy and other pelvic con- 
ditions; hormones are brought up to date) and is 
worthy of study by any obstetrician or general 
practitioner. The young physician will find it tre- 
mendously helpful. 


—— 


Pathology of Internal Diseases 


Boyd 
THE PATHOLOGY OF INTERNAL DISEASES. By 
Witttam Boyp, M.D., LL.D., M.R.C.P. (Ep.), F.R 
S.C., Professor of Pathology and Bacteriology, Univer- 
sity of Toronto, Toronto, Canada. Third Edition, Re- 
vised. 353 Engravings; 4 Colored Plates. Philadelphia: 
Lea and Febiger. 1940. Price, $10.00. 


OYD covers the pathology and pathologic phys- 

iology of those diseases most commonly treated 
by the general practitioner and internist. His dis- 
cussion is integrated with clinical practice by constant 
reference to symptoms and their causative factors 
and by stressing the relationship of pathology and 
the clinical course of a disease. 

Diseases of the heart, arteries, respiratory sys- 
tem, stomach and duodenum, intestines, liver and 
gallbladder, pancreas, kidneys, adrenals, thyroid 
and parathyroids, pituitary, blood, bone marrow, 
spleen, lymph nodes, thymus, and nervous system 
are discussed. 

Boyd's style is always interesting and easily 
read. He is able to condense a hundred stuffy 
pages of the usual medical article into a few para- 
graphs. 

This book is recommended to the physician who 
has been wanting to review and improve his knowl- 
edge on disease, but who has been unable to find 
a good starting point 
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The Patient’s Dilemma 


Cabot 
THE PATIENT’S DILEMMA. By Hvucu Capot, M.D. 

New York City: Reynal and Hitchcock, Publishers. 

1940. Price, $2.50. 

HE subtitle is “The Quest for Medical Security 

in America.” Cabot’s book is deserving of con- 
sideration because it is written by a medical man 
who has been in both private and group practice, 
and it concerns a problem vital to physicians and 
public. 

Most of the facts given in the book are true. The 
trouble is that the author draws false conclusions 
from them. In the course of his practice, he has 
seen misdiagnosed and poorly treated patients; 
ergo, the general practitioner is unable to give 
first-class medical care. He has seen patients 
whose ailment could not be diagnosed except by 
unusual laboratory examinations; ergo, the gen- 
eral practitioner cannot make a diagnosis, as he 
does not have these tests carried out on his pa- 
tients. 

His error, and that made by every other physi- 
cian not in general practice who has written and 
spoken on this subject, is that he confuses the one 
patient who needs unusual diagnostic or ther- 
apeutic work with the great majority who do not. 
He does not see the thousands of patients whose 
appendixes have been removed successfully, the 
thousands of cases of pneumonia treated properly. 
He sees only the failures and the cases which cannot 
be diagnosed with the common procedures; he for- 
gets that, for every patient seen by such a group 
as that at the Mayo Clinic, 10,000 patients are 
successfully studied and treated in their own neigh- 
borhood. 

Others, some in high places, have similar delu- 
sions. They forget that the well trained general 
practitioner of today is alert to the uses of labora- 
tory and x-ray equipment; that thousands of 
physicians attend medical and postgraduate meet- 
ings to keep themselves informed and alert; and 
that there would be no Mayo Clinic if the general 
practitioners did not keep on referring patients 
there, because they felt that they could not give 
them the specialized care that was needed. And 
yet Cabot has the effrontery to say that often the 
general physician does not refer patients because 
his fee would not be paid if he did. 

Of course, there are money-seeking physicians 
and physicians who never study or attend meet- 
ings, but, man for man, the medical profession 
may well challenge Cabot to find any other pro- 
fessional group, including the clerics, who have a 
higher percentage of honest and charitable men. 

The arguments presented are those that have be- 
come so familiar to physicians during the past ten 
years, from certain sources.—R. L. G. 
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Clinical Toxicology 


Thienes 
CLINICAL TOXICOLOGY. 


By Cuinton H. Tuienes. 
M.D., Pu.D., Professor of Pharmacology, School of 
Medicine, University of Southern California; Attending 
Pathologist (Toxicology), Los Angeles County Hospital. 
309 pages; flexible binding. Philadelphia: Lea and 
Febiger. 1940. Price, $3.50. 

THs is truly a first-aid book on _ poisoning. 
Various poisons are classified under their clinical 

symptoms, so that one may use it, not only as a 
manual of treatment, but also as a diagnostic aid. 
For example, the first section discusses poisons 
which produce convulsions (atropine, caffeine, 
cocaine, strychnine, codeine, etc.) under the head- 
ings of cerebral convulsants, medullary excitants, 
cord convulsants, and peripherally-acting con- 
vulsants. 

Each poison is discussed separately, with para- 
graphs briefly presenting (1) the toxic dose; (2) 
source and chemistry; (3) place of absorption; 
(4) etiology of poisoning; (5) symptoms and actions; 
(6) duration: (7) fate and excretion; (8) path- 
ology; (9) diagnosis and differential diagnosis; (10) 
cause of death; and (11) treatment. The sug- 
gestions on treatment include the latest advances, 
including the intravenous use of barbiturates, and 
exclude the mass of questionable information 
handed down in texts for many years. 

This is the most practical book on 


poisons 
now available. 
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The Troubled Mind 


Bluemel 
THE TROUBLED MIND; A Study 

Mental Illnesses. By C. S. Bruemer, M.A., M.D., 

F.A.C.P., M.R.C.S. (EnG.), Baltimore: The Williams 

and Wiikins Company. Price, $3.50. 

OR the physician or intelligent layman who 

wishes to know more about the common malfunc- 
tions of the mind, this charmingly and interest- 
ingly written book is recommended. There is noth- 
ing of the textbook style in it. One finds it so stim- 
ulating that it is difficult to put down. 

The author constantly and wittily keeps the 
reader cognizant of the close similarity between 
normal and “abnormal” minds, to impress the 
casual physician or layman, who readily, but in- 
correctly, classifies people as sane or insane. “The 
normal individual may manifest paranoid tenden- 
cies. The pedestrian assails the joy-rider; the 
motorist condemns the jay-walker; labor fears 
capital; capital distrusts labor. It might be said 
that a touch of paranoia makes the whole world 
kin.” 

The patients who have obsessions ; who are both- 
ered by noise or by their appendix scar; the psy- 
choneurotics; the patients with fixed habits, all 
are made more understandable, and consequently 
more amenable to proper treatment. 

The physician who reads this book will not 
only be a better physician, he will be a more con- 
siderate and less critical human being. 


ee 
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Artificial Pneumothorax 


Packard, Hayes, and Blanchet 
ARTIFICIAL PNEUMOTHORAX; Its Practical Appli- 
cation in the Treatment of Pulmonary Tuberculosis. 

Editorial Committee: Epwarp N. Packarp, M.D., JoHN 

N. Hayes, M.D., and Stpney F. Biancuet, M.D. Fore- 

word by E. R. Batpwin, M.D. 85 Engravings. Phila- 

delphia: Lea and Febiger. 1940. Price, $4.00. 

S EVENTEEN qualified men contribute articles 

on the various aspects of pneumothorax ther- 
apy of tuberculosis. This small volume is not a 
review of the literature, but a series of brief dis- 
cussions on the various practical points needed to 
(1) know when pneumothorax therapy is needed; 
(2) how to give it; and (3) what results are to be 
expected. These topics are covered: The technic of 
the operation, accidents during operation, physical 
signs, conduct of treatment, pleural complications, 
results of treatment of tuberculous empyema, the 
opposite lung, bilateral artificial pneumothorax, 
the heart, duration and termination of treatment, 
oleothorax, thoracic surgery in relation to artificial 
pneumothorax, results of treatment, pathology of 
the tuberculous lung treated by pneumothorax, se- 
lection of cases, use of X-rays, apparatus, physiol- 
ogy of artificial pneumothorax, and a historical 
review. 

A more complete and useful guide for this type 
of therapy could not be wished for. It is to be 
hoped that the second edition will also contain 
reference to artificial pneumoperitoneum and to the 
uses of pneumothorax in other conditions than tu- 


berculosis. 
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Incidence of Peptic Ulcer 


Alsted 

STUDIES ON THE CHANGING INCIDENCE OF 
PEPTIC ULCER, Of the Stomach and Duodenum. By 
Gunnar Atstep, M.D., Privat-Docent at the Univer- 
sity of Copenhagen; Assistant Physician and Member 
of the Staff, Bispebjerg Hospital, Copenhagen. Preface 
by Proressor E. MEruLEeNGRACHT. 1939. Copenhagen: 
Ejnar Munksgaard, Publisher. London: Humphrey Mil- 
ford, Oxford University Press. 1939. Price, $4.00. 


THE number of hospital admissions of peptic ul- 
cer cases have been increasing for many years. 
The author has made investigations on the inci- 
dence of peptic ulcer and gastric hemorrhage 
among the population of Copenhagen and in a 
large municipal hospital. He finds (1) that im- 
proved diagnostic technic is partially responsible 
for the increase: (2) that peptic ulcers are becom- 
ing more chronic in nature; and that (3) acute 
ulcers are decreasing, especially among women. 
His studies are original and stimulating. 
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FOR DUAL ACTION 


in functional constipation 


BARAVIT provides dual action in 

functional constipation—bulk for 

direct relief and vitamin B com- 

plex for ultimate restoration. 

BARAVIT’S smooth stool 

stimulates the mass reflex 

and glides comfortably along 

the intestinal tract without distress 

or urgency. Since bulk alone is not 

enough, BARAVIT contains, besides \% at 
bassorin, thiamin-reinforced vitamin B “tence 
complex aimed at the restoration of dynamic intestinal 
function. In time, the muscular coat will tend to acquire 
more vigorous function and movements will occur at 
appropriate intervals with utter ease and a sense of 
complete satisfaction. Prescribe BARAVIT* for dual 
action in functional constipation. For clinical trial 


supply address Medical Research Division, Dept. CMS 
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